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INTRODUCTION 
Sexuality plays a primary role in an individual by virtue of its unusual capacity to 
fulfill major psychological needs while performing a biological function. The 
unique characteristic of sexual activity that distinguishes it from other biological 
functions is that it requires a partner for its complete biological fulfillment. It is 
intimately associated with all the aspects of interrelatedness whether constructive 
or destructive, pleasurable or painful. It encompasses all the elements of 
interpersonal relationship, such as struggle, conflict, tenderness and human 
closeness, and every maneuver, technique and dynamism of human behavior. 
Our biological functions can be explained as a hierarchy extending from the 
sympathetic functions which are entirely intrapersonal, to those which require 
increasing amounts of cooperation from others. This is in part related to the 
evolutionary development of man from his animal origins, that involves functions 
which operate independent of outside sources of stimulation (the autonomic 
functions) and other functions such as feeding, excretion and sex, which, as man 
became socialized, impinge upon “others.”  
The role of sex in the human being is twofold: firstly it relates to species 
preservation and can be called the pro-creative function. This aspect of the sexual 
function is most intimately related to the biological, physiological or organic 
functioning of the sexual apparatus. Its proper functioning is dependent upon a 
variety of physiological factors including adequate hormonal activity. However, 
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cultural issues, prejudices, customs and mores often dictate the modes of courting 
and mating. The second aspect of sex relates to man‟s other needs which are not 
essentially biological in nature. These include avoidance of loneliness, the need 
for love and intimacy and distinguish us evolutionally from the pre-human 
existence.  
Historically, treatment of sexual dysfunction was based on prevailing ideologies at 
that point of time like psychoanalytical or the behavioral schools [1]. Prior to 
1950, clinicians predominantly used psychoanalytical concepts for understanding 
and treating  sexual problems. Sexual symptoms were understood in the context of 
unresolved, unconscious conflicts occurring during specific developmental 
periods. In the late 1950s the behavioural perspective gained importance; sexual 
problems were understood to be learned (conditioned) anxiety responses. 
Interventions, loosely modeled on classical conditioning paradigms, attempted to 
extinguish the anxiety or performance demands that interfered with normal sexual 
function. [2,3] 
In 1966 Masters and Johnson in their landmark work observed and studied male 
and female sexual arousal and orgasm in a laboratory. [4] Initially they described 
the anatomical and physiological aspects of sexual functioning in the sexual cycle. 
Later on, they highlighted the deleterious influence of performance anxiety, the 
impact of relationship factors, and the significance of biological factors on the 
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development of sexual dysfunction. Their work attempted to integrate medical and 
psychological interventions for treatment of sexual disorders.[5] 
After the seminal work of Masters and Johnson the next era was influenced by the 
work of Helen Singer Kaplan's with her book, “The New Sex Therapy”. [6] She 
integrated psychoanalytical theory with Masters and Johnson's cognitive-
behavioural understanding of sexual dysfunction. She recommended behavioural 
approaches for the sexual dysfunction caused by recent causes and reserved 
traditional psychodynamic methods for the remote aetiology. 
The mid-1980s ushered in the current psychobiological era. This period is 
distinguished by the medicalization of treatment approaches, primarily for male 
sexual dysfunction. [12] Pathophysiology of male sexual arousal has been 
explored in great detail and this has led to the introduction of new oral treatments, 
such as phosphodiesterase inhibitors. Treatment of male sexual dysfunction has 
been traditionally been the forte of psychiatrists and urologists based on the 
etiology. The current era has led to formation of Andrology, a sub-specialization 
of urology, who focuses on treating male sexual dysfunctions and problems related 
to male infertility.  
Male sexual health depends on multiple factors like personality traits, the 
biological makeup, life circumstances, relationship with others and the culture in 
which one lives. Thus male sexual dysfunction can arise as a result of biological 
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disorders, relationship problems, intra-psychic conflicts, poor sexual knowledge or 
a combination of any or all of these. [8] 
Male sexual dysfunction has a two way relationship with psychiatric disorders. 
Male sexual dysfunction and unsatisfied sexual life can lead to multiple 
psychiatric problems and most psychiatric disorders can lead to sexual dysfunction 
and overall unsatisfactory sexual life. Psychiatric morbidity is frequently 
undetected in patients with sexual dysfunction presenting to general out-patient 
clinics or specialist andrology or urology clinics. (9)   
An explanatory model elicited during patient interaction provides the sum total of 
the patient‟s understanding and perspectives on disease, in terms of aetiology, 
onset of symptoms, pathophysiology, course of the illness and treatment. Thus 
assessing explanatory model allows clinicians to take balanced decisions regarding 
patient care. 
Sexual dissatisfaction, sexual dysfunction and common mental disorders like 
depression anxiety and somatoform disorders are highly prevalent in society to an 
extent that health services will be overwhelmed if all patients decide to visit health 
services for help.[10] Unfortunately, this area is not well studied and has received 
limited attention from Indian researchers. Sexual problems and common mental 
disorders despite being common is a low priority area for Indian physicians. They 
either show no interest or tend to ignore or are themselves embarrassed while 
dealing with patients with sexual dysfunction and psychiatric disorders. [11] There 
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are no reliable data about prevalence and incidence of sexual disorders and 
psychiatric comorbidity associated with sexual dysfunction from India. Thus the 
area of sexual dysfunction and sexual medicine research in India suffers from a 
general avoidance on the part of the patients to seek medical help and ignorance 
on the part of researchers to take interest in this area. [12] 
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1. REVIEW OF LITERATURE 
 
1.1.1 NORMAL SEXUALITY AND SEXUAL BEHAVIOUR 
Before embarking on the journey of sexual dysfunction it is crucial to know what 
can be considered as normal sexuality and normal sexual behaviour. 
Normal sexual function means different things to different people. It is studied by 
a variety of disciplines: biology, physiology, psychology, medicine (in the 
domains of endocrinology, gynecology, psychiatry, urology, and venereology), 
sociology, ethology, culture, philosophy, psychoanalysis, and history. There is 
often little liaison or cross-fertilization between these disciplines and each has its 
own literature and terminology. Some are regarded as „hard science', suggesting 
hypotheses that can be supported or rejected by experiment, observation, or 
quantitative factual evidence. Others are looked on as „soft science', where 
individual and anecdotal evidence are the norm and are encouraged.  
Normal sexual behaviour is not a simple psychological or physiological construct. 
It has evolved from the history, religious orientation and sophistication of a culture 
both in aesthetic and scientific matters; and is influenced by the prevailing 
theological and scientific attitudes toward sexuality. Legal formulations of 
normality and deviance often change with advances in theological doctrine or 
scientific evidence regarding human physiology. Hence it is difficult to define 
normal sexual behavior in absolute terms.  
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A workable formulation asserts that normal sexual behavior consists of sexual 
activity which is consensual, which produces satisfaction and pleasure without 
causing any harm, either psychologically or physiologically, to either partner or 
the community and the broader culture in which they live. This formulation, 
however, requires the additional dimension that such behavior should not be 
contrary to public interest, either because of the immaturity or incapacity of one of 
the partners to decide or resist the invitation, or because public displays of such 
behavior tend to be offensive to others.  
Normal sexual behavior can be defined as sexual practices that bring pleasure to 
oneself and one's partner; involves stimulation of the primary sex organs; is devoid 
of guilt or anxiety and is not forced. Casual sex, that is sex outside a committed 
relationship, masturbation, and sex involving stimulation of organs other than the 
primary sex organs, constitutes normal behavior in some cultural contexts. Thus 
normal sexual behaviour can be summarized as one that fulfills the biological 
function of procreation, gives satisfaction and pleasure, is culturally acceptable 
and legally sanctioned.   
1.1.2 SEXUAL DYSFUNCTION 
INTRODUCTION: 
Diagnostic and Statistical Manual (DSM-5) defines Sexual dysfunction as a 
“heterogeneous group of disorders that are typically characterized by a clinically 
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significant disturbance in a person's ability to respond sexually or to experience 
sexual pleasure.” 
According to the tenth revision of International Statistical Classification of 
Diseases and Related Health Problems (ICD-10), sexual dysfunction refers to a 
“person's inability to participate in a sexual relationship as he or she would wish.” 
The dysfunction is expressed as a lack of desire or of pleasure or as a 
physiological inability to begin, maintain, or complete sexual interaction. Because 
sexual response is psychosomatic, it may be difficult to determine “the relative 
importance of psychological and/or organic factors.” 
1.1.3 SEXUAL DYSFUNCTION AND PSYCHIATRIC DISORDERS 
Sexual difficulties offer the psychiatrist a perspective on the person's capacity to 
give and receive pleasure, to love and be loved, to be psychologically intimate, 
and to retain the capacity to enjoy sexual relations through the different stages of 
life. Sexual disorders due to varying etiologies often lead to a fear of failure and 
self-consciousness about sexual performance. Sexual dysfunctions are frequently 
associated with other mental disorders, such as depressive disorders, anxiety 
disorders, personality disorders, and psychotic disorders. A sexual disorder can be 
symptomatic of biological problems, intrapsychic conflicts, interpersonal 
difficulties, cultural influences, or a combination of these factors. Sexual function 
can be affected by stress of any kind, by emotional disorders, and by a lack of 
sexual knowledge. 
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1.2 MALE SEXUAL DISORDERS 
1.2.1 DEFINITION AND CLASSIFICATION 
DELAYED EJACULATION 
Delayed Ejaculation (DE) is the new DSM-5 diagnostic category that redefines 
and replaces DSM-IV Male Orgasmic Disorder. 
A diagnosis of DE requires an unwanted and marked delay, infrequency, or 
absence of ejaculation on almost all or all occasions (75–100%) of partnered 
sexual activity in contexts identified as problematic or, if the problem is 
generalized, in all contexts. [13] 
ERECTILE DISORDER (ED) 
A diagnosis of ED requires that the individual experience difficulty obtaining 
and/or maintaining an erection during sexual activity and/or have noticed a 
marked decrease in erectile rigidity in all or almost all (75–100%) sexual 
encounters in contexts identified as problematic or, if the problem is generalized, 
in all contexts (American Psychiatric Association, 2013). 
The 1992 National Institutes of Health (NIH) Consensus Development Conference 
recommended the use of erectile dysfunction as the preferred term 
to impotence, the former being more precise. There is no universal consensus or 
agreed criteria as to how consistent the problem (i.e., inability to achieve or 
[27] 
 
maintain a penile erection sufficient for satisfactory sexual performance) has to be 
and for what duration it should last to fulfill this definition. A period of 3 months 
has been suggested as an acceptable clinical guideline. 
ED is the sexual dysfunction that men are most likely to report to healthcare 
providers, although it often hides desire and ejaculation problems, in addition to 
partner dysfunction. Men with ED generally present with a significant level of 
distress, performance anxiety, and a variety of negative feelings about themselves 
(13).  
MALE HYPOACTIVE SEXUAL DESIRE DISORDER (MHSDD) 
The symptom criterion for MHSDD requires persistently or recurrently deficient 
or completely absent sexual/erotic thoughts or fantasies and desire for sexual 
activity lasting for at least 6 months. The clinician judges whether the lack of 
desire is anomalous, taking into account a number or factors that can affect sexual 
functioning, such as age, life/relational circumstances, and sociocultural context. 
PREMATURE (EARLY) EJACULATION (PE) 
According to DSM-5 PE is defined as a persistent pattern of ejaculation within 
approximately 1 minute of vaginal penetration and before the individual wishes it 
to occur. The early ejaculation has to occur on all or almost all (75–100%) 
occasions of sexual activity in contexts identified as problematic or, if the problem 
is generalized, in all contexts. The severity is judged as mild if intravaginal 
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ejaculation latency time (IELT) is within 30 seconds and 1 minute of vaginal 
penetration, moderate if within 15–30 seconds, or severe if ejaculation occurs 
prior to the sexual activity or within approximately 15 seconds of vaginal 
penetration.  
According to ICD-10 PE is defined as “the inability to control ejaculation 
sufficiently for both partners to enjoy sexual interaction.” In severe cases, 
ejaculation may occur before vaginal entry or in the absence of an erection. 
Premature ejaculation is unlikely to be of organic origin but can occur as a 
psychological reaction to organic impairment, e.g. erectile failure or pain.  
SUBSTANCE/MEDICATION INDUCED SEXUAL DYSFUNCTION 
(SMISD) 
The diagnosis of SMISD requires that four criteria be met: a clinically significant 
disturbance in sexual function; evidence that the symptoms developed in 
conjunction with substance intoxication/withdrawal or medication use and that the 
substance/medication in question is capable of producing such symptoms; timing 
or other evidence suggests that the disturbance is not better explained by a sexual 
dysfunction that is not substance/medication induced; the symptoms do not just 
occur during the course of a delirium; the sexual difficulty causes clinically 
significant distress. 
 
[29] 
 
DHAT SYNDROME: 
Professor N. N. Wig coined the term “Dhat syndrome” in 1960. He used this term 
to describe the psycho-somatic symptoms which are attributed to semen loss. [14] 
Malhotra and Wig have also described Dhat syndrome to be due to semen loss 
either through nocturnal emissions or through passage in the urine. [15] But 
studies have shown that patients with Dhat syndrome attribute their somatic 
symptoms to semen loss through multiple means like masturbation, defecation, 
and sexual intercourse.  
In the international classificatory systems, Dhat syndrome was accepted as a 
diagnostic entity, in the ICD-10 and DSM-IV TR. [16] Currently Dhat syndrome 
is classified in ICD-10 under the category of other specified neurotic disorders. 
1.2.2 EPIDEMIOLOGY OF MALE SEXUAL DYSFUNCTION 
International scenario: 
Epidemiological data have shown a high prevalence and incidence of ED 
worldwide. The Massachusetts Male Aging Study (MMAS) [18] carried out in 
Boston area reported prevalence of 52% ED in men in the age group of 40-70 
years. In the Cologne study of men in the age group of 30 to 80 years, the 
prevalence of ED that was reported was 19.2%. This study also highlighted a steep 
age-related increase in ED from 2.3% in 30 years old to 53.4% in 80 years old 
[19]. Few studies looked into the incidence of ED and found an incidence rate of 
26 in the MMAS study [20] and 19.2 (mean follow-up of 4.2 years) in a Dutch 
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study [21]. In a cross-sectional real-life study among men seeking first medical 
help for new-onset ED, 25% of the patients were younger than 40 years [22].  
The major problem in assessing the prevalence of PE is the lack of an accurate 
(validated) definition. [23]. A prevalence rate of 31% (men aged 18-59 years) was 
reported by the National Health and Social Life Survey (NHSLS) study in USA 
[24]. Age wise prevalence rates were 30% (18-29 years), 32% (30-39 years), 28% 
(40-49 years) and 55% (50-59 years). This finding contrasts with the actual 
scenario in clinical setting where relatively low numbers of men present with PE.  
The high prevalence rates in the (NHSLS) study can be a result of the 
dichotomous scale (yes/no) which was used. The findings of this study differ as 
compared to European studies.  The prevalence rates in European studies have 
been significantly low [25]. Waldinger et al [26], proposed four PE subtypes. The 
prevalence rates reported by them were 2.3% for lifelong PE, 3.9% for acquired 
PE, 8.5% for natural variable PE and 5.1% for the premature-like ejaculatory 
dysfunction [27].  
Mallis et al conducted a study in an andrology outpatient clinic. They included 103 
patients between the ages of 20 to 76 years with ED. They found that most patients 
had moderate and severe ED (26.2% and 44.7%, respectively). [17] 
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INDIAN SCENARIO:  
Earliest Indian literatures in the area of male sexual dysfunction can be traced 
back to 1959 when Bagadia et al. published their study findings. [29] They 
reported superstitions, performance anxiety and guilt feelings related to sexual 
behaviour as major concerns faced by Indian men.  
In 1972 Bagadia et.al [30] studied 258 male in the outpatient clinic of a tertiary 
care hospital. They found that most common sexual problem faced by patients 
who were single were anxiety  secondary to nocturnal emission (65%) and passage 
of semen in urine (47%), while common problems faced by married patients were 
ED (48%) followed by PME (34%) and passage of semen in the urine (47%). 
In 1977 Nakra et.al [31] studied sexual disorders in 150 men attending the 
psychiatric OPD in a teaching hospital setting. They reported that 9.2% of the 
patients had ED. The commonest sexual problems reported were ED, premature 
ejaculation (PE) and Dhat syndrome followed by performance anxiety. They also 
reported that 75% of the patients had practiced masturbation while 43% patients 
had masturbatory guilt. They also found nocturnal emission as a concern in 95% 
of the patients and in these patients nearly 69% had a guilt associated with it. 64% 
of their subjects considered loss of semen as harmful to health.[32]  
In a case control study by Kar and Verma in 1978 [33] they compared the sexual 
behaviour of 72 patients who were married and suffering from some form of 
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psychiatric disorder which formed cases and 80 married relatives or friends from 
the same socio-cultural background formed the controls. They reported premature 
ejaculation in 48% of the cases and 40% in controls. Erectile dysfunction was 
reported in 27% and 13% in cases and control group respectively. 63.4% of the 
cases described their sexual relationship as unsatisfactory as compared to 2.5% 
from control group.  
Another case-control study was done by Kumar et.al in a tertiary care setting in 
1983 [34] where 40 married male patients with neurotic disorders formed the cases 
while 22 healthy people formed controls. They found that there was significant 
decrease in the frequency of coitus, sexual satisfaction, and perceived satisfaction 
of the spouse in cases as compared to controls. 
Verma et.al in 1998 [37] studied 1000 patients consulting a special psychosexual 
clinic at a tertiary care hospital. The most common problems reported by them 
were PME (77.6%) and nocturnal emission (71.3%). They also reported 
masturbatory guilt in 33.4%, concern related to size of the penis in 30%. The 
prevalence of ED was 23.6%. Other problems reported by them were anxiety 
about nocturnal emission in 19.5%, abnormal sensations in the genitals in 13.6% 
and venereophobia in 13% of their patients.  
Gupta et.al in 2004 [39] studied 150 patients who consulted dermatology OPD 
with sexual problems. They reported that ED (34%) was the commonest problem. 
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Other common problems were premature ejaculation (16.6%) followed by Dhat 
syndrome (15.3%), and nocturnal emission (14%).  
Kendurkar et.al in 2008 [40] assessed the medical records of 1242 patients 
attending a marriage and sex clinic and studied their sexual behaviour and 
problems. They found that premature ejaculation was the most common complaint 
and the most common diagnosis followed by erectile problems and Dhat 
syndrome. 
An epidemiological study of sexual disorders in South Indian rural population by 
Rao, Darshan and Tandon (2015) [41] reported that about 21.15% of the male 
subjects were diagnosed with sexual disorder. Also 26.75% suffered from multiple 
sexual disorders. They reported erectile dysfunction to be most common with 
prevalence of 15.77% followed by premature ejaculation 8.76% and hypoactive 
sexual desire disorder was present in 2.56%. According to this study highest 
prevalence of sexual disorder was in the age group of 41-60 years. They reported 
that ED was lowest among men between 26 and 30 years of age which was 8.6% 
and highest among 51 to 60 years of age which was 27.6%. Participants in the age 
group of 18-25 years and those above 60 years did not have premature ejaculation. 
ED and PME were common in single men while Hypoactive sexual desire disorder 
was common in the married men. Prevalence of sexual disorders was 2 to 3 times 
more among illiterates than literates. Occupation wise highest sexual disorders 
were found in daily wage laborers (32.3%), followed by farmers (18.6%). Men 
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belonging to nuclear family had higher prevalence of sexual disorders (24.4%) as 
than those coming from a joint family (16.4%). Sexual disorders were more 
common in subjects with comorbid medical disorder.  
Thangadurai et.al (2014) [43] conducted a study in secondary care setting in south 
Indian population looking at the nature, prevalence clinical features and 
explanatory models in patient with sexual dysfunction. The mean age of the 
subjects in their study was 43.4. The majority of patients who participated in this 
study were married (80%), literate (85.2%), employed (89.3%) and belonged to 
rural habitat (57.8%). majority did not use alcohol (75.6%) or tobacco (77.4%). 
The majority of the subjects practiced masturbation (84.4%). Few participants 
believed that their physical problems secondary to the loss of semen through 
masturbation or nocturnal emission (27.4%). The majority participants had sexual 
concerns (54.4%), but they were satisfied with their sexual life (56.7%). Also 
majority had a single sexual partner (57.0%) and never had contact with 
commercial sex workers (90.4%). They reported that (47.8%) men had erectile 
dysfunction while (43.0%) had premature ejaculation. The mean duration of 
sexual dysfunction reported by participants was 7.45 years (range 2 months – 35 
years). 
Kalra et.al (2015) [44] studied the psychosocial profiles of male patients 
presenting with sexual dysfunction in the psychiatric outpatient department of a 
teaching hospital. They found that 72% of the respondent‟s approached for help by 
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themselves and 28% were advised by their partners to seek help for their sexual 
problems. 52% of respondents had not taken any treatment in the past. 31% had 
taken alternative medical treatments like Ayurvedic, homeopathy or other herbal 
treatments while only 17% had taken allopathic treatment in the past. Majority of 
the respondents did not report present (63%) or past (87%) substance use. 
Majority of the respondents revealed that the main source of their knowledge of 
sex was from peers (69%), followed by books (27%) and least being media (4%). 
Nearly half of the participants reported that they started masturbating by the age of 
11–13 years. Only 17% of the respondents continued to masturbate even after 
marriage. The most common sexual dysfunction was premature ejaculation (PE). 
Respondents of the age group 18–30 years reported premature ejaculation (58.5%) 
more commonly as compared to other age groups. Respondents belonging to upper 
socio-economic strata reported PME more commonly (71.4%) as compared to 
respondents from other socio-economic strata. Respondents having PE were more 
likely to be asked by their spouse (64.3%) to seek help as compared to respondents 
who had ED (21.4%). Older respondents (41–50 years) suffered more with both 
ED and PME (42.9%). 52% of the respondents attributed masturbation as the 
cause of their current sexual dysfunction. 14% of the participants  attributed it to 
stress in their life. Minority of the respondents reported marital discord (32.35%).  
A study was conducted by Verma and colleagues (2016) [44] where they studied 
patients attending psychosexual clinic at a tertiary care hospital. They found that 
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mean age of study subjects was 30.3±8.6 years. More than two-thirds were 
married and most of the subjects were educated (88%), employed (82.7%) and 
were from an urban habitat (91.7%). Psychiatric illness apart from the sexual 
problems was observed in 21.6%. They reported that depression (15.1%), anxiety 
disorder (4.4%) and psychosis (1.3%) were most common psychiatric disorders in 
these patients. ED was most common sexual disorder reported (29.5%), followed 
by PE in 24.6% subjects while Dhat syndrome was reported in 18.1% of the 
subjects. Among the subjects having multiple sexual disorders ED with PE was 
most common (17.5%). They reported history of current use of substance in 26.5% 
of subjects. 
Thus the epidemiology factors associated with ED and PME vary in different 
studies. Also the prevalence of ED and PME differ depending on the setting in 
which the study was done, methodology and the sample studied. 
 1.2.3 Risk factors for male sexual dysfunction 
Erectile dysfunction (ED) shares both unmodifiable and modifiable common risk 
factors with cardiovascular diseases (CVD) like obesity, diabetes mellitus, 
dyslipidemia, metabolic syndrome, lack of exercise, and smoking [45].  
ED along with sexual disorder has also emerged as an important indicator of risk 
for underlying diseases especially CVDs [46]. A number of studies have shown 
that lifestyle modification [47] and pharmacotherapy [47, 49] help in improving 
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sexual function in men with ED. Epidemiological studies have demonstrated that 
lower urinary tract symptoms (LUTS), benign prostatic hyperplasia (BPH) are 
associated with sexual dysfunction regardless of age and other comorbidities 
[50,51]. 
The aetiology of PE is largely unknown. In current literature there is little 
evidence to support biological or psychological hypotheses for P.E. Few suggested 
hypothesis include performance anxiety, penile hypersensitivity, and 5-HT 
receptor dysfunction [52]. Studies have shown that high levels of performance 
anxiety which is mainly related to ED may lead to worsening of PE. According to 
the NHLS, age has no effect on the prevalence of PE [54, 55] while ED increases 
with age. Marital or income status has shown no effect on PE [54]. But few studies 
have shown that PE is more common in black men, Hispanic men and men from 
Islamic backgrounds [56, 57] and may be higher in men with a lower educational 
level [54]. Other risk factors may include a genetic predisposition [58], thyroid 
problems, and obesity, prostatitis [59, 60], psychiatric disorders, stress and 
traumatic sexual experiences [53, 54]. Only one study done in the area of risk 
modification for PE showed that successful treatment of chronic prostatitis 
produced marked improvements in intra-ejaculatory latency time (IELT) and 
ejaculatory control in patients with PME as compared to untreated patients [61].  
One Indian study done in secondary care setting [42] found that the factors 
associated with erectile dysfunction included being currently married, financial 
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problems, diabetes mellitus as comorbidity, psychiatric treatment in the past and 
having a common mental disorders like anxiety and depression. This study also 
reported that older age and common mental disorders like anxiety and depression 
were risk factors for premature ejaculation.  
Another study done in rural population of south India [41] found that age is a 
significant risk factor for male sexual disorders as more men age group of 41-60 
years had sexual disorders. The age group of 51-60 showed highest prevalence of 
ED. Unmarried males had higher prevalence of erectile dysfunction and premature 
ejaculation. Male sexual disorders were 2 to 3 times more prevalent among 
illiterates, more common among daily wage laborers (32.3%), and from a nuclear 
family (24.4%).  
Thus the common sexual disorders like ED and PME have risk factors which 
cover an entire range of biological, psychological and social factors like age, 
obesity, diabetes mellitus, anxiety, depression, financial problems and marital 
status.  
Most of the previous studies were performed either as a part of epidemiological 
study in general population or in psychiatry outpatient/specialty clinics of teaching 
or tertiary care hospitals. One of the reasons for this could be that, the presumed 
etiology of sexual dysfunctions have oscillated between biological (organic) and 
psychological models. Based on the etiology patients were treated by either 
urologists or psychiatrist. But with recent advances in pathophysiology and PDE-I 
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medications like Sildenafil entering the market, biological treatments have gained 
more acceptance. Andrology as a sub-specialty of urology has been recognized, 
who provide comprehensive treatment of sexual dysfunctions in men.  
1.3 CONCEPT OF ANDROLOGY CLINIC: 
Andrology is the medical specialty that deals with problems of the male 
reproductive system and urological problems that are unique to men. It is also 
known as "The science of Men”. Andrology clinic provides treatment for male 
patients having problems in the areas of genitourinary tract, infertility and sexual 
dysfunction. Andrologists are urologists who are specially trained or have special 
interest in the treatment of conditions affecting male fertility and sexuality. This 
specialty includes the treatment of physical conditions affecting the genitalia, such 
as undescended testes, as well as injuries and diseases that can affect fertility or 
sexual function. Health conditions such as heart disease, hypertension, diabetes 
mellitus and renal failure can all affect sexual functioning, so andrologists often 
have to collaborate with other specialists when managing men with sexual 
dysfunction and comorbid physical illnesses. Almost all andrology clinics are 
managed by urologist, a few by internal medicine specialist trained in andrology 
or reproductive health and a very few clinics specially in the west have a team 
approach consisting of a urologist, internal medicine specialist, nurse trained in 
andrology and a counselor or a clinical psychologist or a psychiatrist trained in 
sexual medicine.  
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1.4 DHAT SYNDROME: 
1.4.1 Concept and definition of Dhat syndrome: 
The term “Dhat” was derived from the Vedas which signifies precious body fluids 
called “Dhatus” [62]. According to Ayurveda semen is formed after several steps 
of processing of blood [62]. Though predominantly Hinduism follows the belief of 
semen being a precious fluid and its loss may have a harmful effect on the body, 
other religions such as Islam, Buddhism and Christianity also sanctions that belief 
[62].  
Majority of the male sexual problems have attributed due to loss of semen by 
alternative medicine practitioners and traditional healers [62]. In other Asian 
countries the effects of semen loss are described under the names of “Prameha” in 
Sri Lanka and “Shen K'uei,” in China [63].  
In modern Psychiatry practice Professor N. N. Wig coined the term “Dhat 
syndrome” in 1960. He conceptualized it to be the psycho-somatic attribution 
related to semen loss [64]. Wig described that the term “Dhat syndrome” should 
be used to describe loss of semen through nocturnal emissions or passage in urine 
[65]. However in later years new studies showed that many patients with Dhat 
syndrome also attribute their symptoms to semen loss through other means such as 
masturbation, defecation, and even sexual intercourse. Dhat syndrome was 
mentioned as a diagnostic entity, in the International Classification of Diseases 
and Health Related Conditions, 10
th
 Edition (ICD-10) and 4
th
 edition of the 
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Diagnostic and Statistical Manual of Mental Disorders-Text Revision (DSM-
IV).[66] 
1.4.2 EPIDEMIOLOGICAL ASPECTS 
Dhat syndrome is widely prevalent in the Indian subcontinent [67-71] including 
Nepal, Bangladesh and Pakistan. [67-72,73,74,75].  The patient with Dhat 
syndrome is more likely to be recently married, comes from a lower middle or low 
socio-economic status, is a student, labourer or farmer by occupation, from a rural 
area and belongs to a family with conservative attitudes towards sex. [76, 77] 
1.4.3 CLINICAL FEATURES 
The patients with Dhat syndrome usually present with multiple vague somatic and 
psychological complaints such as fatigue, loss of appetite, decreased strength, poor 
concentration and forgetfulness which is associated with an anxious and dysphoric 
mood. Along with these symptoms they may also present with or without sexual 
dysfunction [78, 79, 80, 81]. 
The patient attributes his somatic, mood and sexual symptoms to the passage of 
„Dhat‟ (semen or some whitish substance presumed to be semen by individual) in 
urine or through defecation or through nocturnal emission or masturbation [82].   
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1.4.4 PATIENT’S KNOWLEDGE, ATTITUDE AND EXPECTATIONS 
TOWARDS DHAT SYNDROME 
Majority of patients believe that Dhat is semen while few believe that it is pus, 
sugar, concentrated urine, or infection. [77] Patients attribute their symptoms to 
loss of semen secondary to multiple factors like Masturbation, excessive 
indulgence in sexual activity, sexually transmitted diseases along with other 
factors like overeating, constipation or worm infestation, disturbed sleep or genetic 
factors [76, 77]. Majority of these patients get the information about Dhat 
syndrome from friends, colleagues or relatives whereas some get information from 
posters, advertisements in mass media, magazines or quacks. Therefore, these 
patients prefer to visit STD clinics, urologists and physicians rather than 
approaching psychiatrists. 
1.5 PSYCHIATRIC MORBIDITY AND SEXUAL DYSFUNCTION 
Psychiatric comorbidities are very commonly seen in patients with sexual 
dysfunction, infertility and several urological problems. Male sexual dysfunction 
has a bio-psycho-social basis which can be due to biological problems, 
relationship problems, intra-psychic conflicts, lack of proper sexual knowledge or 
a mixture of any or all of these. They may also be seen with other psychiatric 
and/or medical disorders, personality types as well [83]. Male sexual dysfunction 
is commonly seen in the community as well as in patients presenting to hospital 
for several medical and urological problems.  
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Mallis et.al showed in their study that Psychiatric morbidity is frequently detected 
in patients with erectile dysfunction (ED) [84]. They studied all the patients who 
visited an andrology outpatient clinic at the Center for Sexual and Reproductive 
Health, Aristotle University of Thessaloniki, Greece. Psychiatric morbidity was 
present in 63.1% of the patients, including depressive disorders in 25.2%, anxiety 
disorders in 11.7%, depression-anxiety comorbidity in 6.8% and personality 
disorders in 5.8% [84].  Another study conducted in non-psychiatric general 
hospital  revealed that depressive and phobic-anxiety symptoms were seen with 
ED secondary to relationship problems, somatization was seen with ED of organic 
origin, whereas free-floating anxiety, obsessive-compulsive, and phobic symptoms 
were significantly associated to ED secondary to intrapsychic conflicts. 
Depressive symptoms were associated with hypogonadism, low frequency of 
intercourse and conflictual relationships among couples and the family [85, 86]. 
Subjects which presented with somatization symptoms showed the worst erectile 
function [85, 86]. One study from Netherlands showed an increased prevalence of 
anxiety disorders in men who had sexual dysfunction. An increased rate of 
lifetime diagnoses of affective and a near significant increased rate of lifetime 
anxiety disorder was noted in men with sexual dysfunction [85,86]. 
Gurvinder Kalra et.al [44] studied profile of male patients with sexual dysfunction 
and noted that 24% of the patients had comorbid depressive disorders. Patients 
with premature ejaculation (PE) (58.3%) had higher percentage of depressive 
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disorders as compared to those with ED (41.7%). Also the participants who 
reported masturbatory guilt had higher chances of being depressed.  
Bagadia et.al [30] found Anxiety state (57%), schizophrenia (16%) and reactive 
depression (16%) were the common psychiatric conditions diagnosed in patients 
with sexual dysfunction. One study showed a clear relationship between social 
phobia and premature ejaculation. Panic disorder patients report a major 
proportion of sexual disorders as noted to those who have social phobia. Sexual 
aversion disorder is by far the commonest sexual dysfunction in panic disorder 
patients whereas premature ejaculation is the most common sexual dysfunction in 
male males who have social phobia. Thus sexual dysfunction is a common and 
often neglected complication of social phobia and panic disorder. One study which 
compared infertile couples with fertile couples noted that the occurrence of 
many psychiatric disorders was significantly raised among infertile subjects than 
when compared to fertile controls, mainly for adjustment disorder with mixed 
anxiety and depressed mood (16% vs. 2%) and for binge eating disorder (8% vs. 
0) [87].  
Another study done in sterile males coming to an andrology clinic found that 
26.2% of them had at least one psychiatric disorder in accordance with the DSM 
IV with a significant over-representation of generalized anxiety disorder and 
somatization disorder. The study of defense mechanisms used by sterile men to 
cope with their problems concluded that sterile men used mature defense 
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mechanisms like anticipation, humor, and repression. Psychiatric comorbidity was 
significantly related to the preferential use of defence mechanisms like 
withdrawal, reaction formation and absence of humor use. This study also showed 
the fact that the subjects using especially neurotic defense styles were more likely 
to develop a psychiatric disorder than others who didn‟t. Allen Seftel et.al studied 
a national database with a sample of 2, 72, 325 patients with ED and found the rate 
of depression as 11.8%. [89]. Rohit Verma et.al reported psychiatric morbidity in 
21.6% of the patients with sexual disorders attending sex clinic. Most of the 
subjects were suffering from depression (15.1%), thereafter by anxiety disorder 
(4.4%) and psychosis (1.3%). A study was conducted by Thangadurai et.al to 
assess the prevalence of sexual dysfunction among men in a secondary care 
hospital from South India reported common mental disorders in 8.51% of subjects 
who had sexual dysfunction. They also concluded that current common mental 
disorder is a major risk factor for erectile dysfunction and pre-mature ejaculation.  
Previous studies have noted that psychiatric morbidity is commonly present in 
patients with sexual dysfunction and also some have concluded that psychiatric 
morbidity is either missed or neglected in patients with sexual dysfunction. 
Different studies have concluded different prevalence of psychiatric morbidities in 
patients with sexual dysfunction. Again the prevalence of Psychiatric morbidity 
may vary depending on the setting, diagnostic criteria used and the sample studied. 
Details are summarized in following table. 
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Author Study setting Prevalence 
of 
Psychiatric 
co-morbidity 
Prevalence of common 
psychiatric disorders 
Mallis. D et.al Andrology 
Clinic 
63.1% Depressive disorders – 25.2% 
Anxiety disorders- 11.7% 
Personality disorders- 5.8% 
Gurvinder 
Kalra et.al 
Psychiatry OPD 
in a tertiary care 
center 
 Depressive Disorders- 24% 
Bagadia and 
his colleagues 
Psychiatry OPD 
in a Teaching 
hospital 
 Anxiety state-57% 
Schizophrenia-16% 
Reactive depression-16% 
Bellone M 
et.al 
Sterile male 
patients in 
Andrology 
Clinic 
26.2% Social anxiety is a risk factor 
for pre mature ejaculation 
Rohit Verma 
and colleagues 
Psychosexual 
clinic at a 
tertiary care 
center in Delhi 
21.6% Depression - 15.1% 
Anxiety disorder - 4.4% 
Psychosis - 1.3% 
Allen d. Seftel 
et.al 
National  sample 
of patients with 
ED 
 Depression- 11.8% 
 
Thangadurai 
et.al 
Secondary care 
setting 
8.51%  
 
 
[47] 
 
PSYCHIATRIC COMORBIDITY IN DHAT SYNDROME: 
High rate of psychiatric comorbidity is reported in patients with Dhat syndrome. 
Previous studies have reported that 32 to 40 percent of patients having Dhat 
syndrome suffered from psychiatric comorbidity. Most common were anxiety-
depression in 40-42% while 21-38% had somatoform disorder [90]. 
Bhatia & Malik assessed patients with Dhat syndrome with Hamilton Rating Scale 
and found that significant number had one or more somatic symptoms and one 
third reported sexual problems, and half of the patients had Depression [91].  
Chadha did a case–control study where patients with Dhat syndrome formed cases 
while patients with neurosis were controls. They found that nearly 50% had 
depressive disorder, 18% had anxiety disorder and 32% had somatoform disorders 
[92].  De Silva & Dissanayake conducted a study in Srilanka where they followed 
a cohort of 38 men with Dhat syndrome and observed that majority reported 
continuing loss of semen over a period ranging from 6 months to 20 years, 50% 
had somatic symptoms, 53% had anxiety, and 40% were diagnosed with 
hypochondriasis and 5% with stress reaction [93]. Dhikav.et.al studied patients 
with dhat syndrome and reported that 66% had depression while 33.3% had 
comorbid premature ejaculation and 6.6% patients had erectile dysfunction [94].  
Gurmeet singh reported 48% co morbid depression and 16% neurosis in patients 
with Dhat syndrome in a tertiary care center [95].  
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Thus it is crucial to acknowledge the fact that psychiatric morbidity is very 
common in male sexual dysfunction. Thus systematic testing of patients with ED, 
through psychiatric questionnaires, is crucial to detect even slight or moderate 
psychopathological distress, which specifically associate and exacerbate sexual 
disturbances. The prevalence of psychiatric morbidity in patients with sexual 
dysfunction changes with the criteria used for diagnosing sexual dysfunction and 
psychiatric disorders. Also the setting in which the study is carried out has a great 
impact on prevalence rates of psychiatric morbidity seen in patients with sexual 
dysfunction. The most important conclusion that can be drawn from the above 
studies is that psychiatrists and andrologists should work in liaison in order to 
understand and manage the psychological distress of men with sexual dysfunction.  
1.6 EXPLANATORY MODELS IN MALE SEXUAL DYSFUNCTION 
“Explanatory Models are the notions about an episode of sickness and its 
treatment that is employed by all those engaged in the clinical process” (Kleinman 
1980). Explanatory models try to explore the beliefs associated with an episode of 
sickness and its treatment. They consider beliefs of all those who are engaged in 
the clinical process [96, 97].  They emphasize the differentiation of etic and emic 
perspectives of illness. Etic models suggest physician perspectives towards illness 
and are mostly evidence based or proven scientific explanations, whereas emic 
models explores patients' beliefs and concepts related to the illness episode. These 
models include beliefs and behaviours concerning aetiology, course, timing of 
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symptoms, meaning of sickness, roles and expectations. Eliciting explanatory 
models are crucial as they influence diverse aspects of the illness like help seeking 
behaviour, compliance with treatment and patient satisfaction. Differences 
between physician and patient models tend to generate difficulties in the treatment 
[97]. Kleinman [97] proposed a few questions which enquire about the nature of 
the problem, its cause, its consequences and the expectation of the individual. 
Elicitation of explanatory models becomes more important when the patient and 
physician come from different cultural backgrounds. This is particularly true in 
relation to psychiatric disorders where many of the concepts and categories have a 
western basis. Not eliciting explanatory models may lead the clinicians to make 
decisions without understanding and involving patients and their families in the 
decision making process. This may lead to poor cooperation from the patients and 
their families which usually have consequences like non-compliance with therapy 
and relapse or worsening of illness episode [98]. Assessing explanatory models of 
the patients and their caregivers will definitely help clinicians in taking balanced 
decisions related to patient care. Knowing explanatory models also helps us to 
propose alternate models of disease, which helps in psycho-education of the 
patients and families. 
Many studies have explored the explanatory models of different psychiatric 
illnesses like schizophrenia and mood disorders. Mccabe and Priebeon studied the 
explanatory models of schizophrenia in four ethnic groups, found that when 
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biological and social causes were compared, Whites cited biological causes more 
frequently than African, Caribbean‟s and Bangladeshis, who cited social causes 
more frequently. A biological explanatory model was related to enhanced 
treatment satisfaction and therapeutic relationships but not treatment 
compliance[99]. Another study on explanatory models of schizophrenia by 
Johnson et.al from Vellore found that many subjects simultaneously accepted 
multiple and contradictory explanatory models of illness.  They also reported that 
explanatory models changed over the course of illness. Disease or biological or 
Medical explanatory models were associated with remission while non-medical 
explanatory models were associated with poorer outcome. But a significant 
interaction between medical and non-medical models was reported. The presence 
of a combination of a medical model and at least one indigenous non-medical 
model predicted better prognosis [100].  
Buus et al. conducted a study in Denmark exploring the explanatory models for 
depression and antidepressant use. They found that majority of depressed patients 
believed in non-medical psychosocial models and did not believe in biological 
explanations for their illness. [111] 
SK Nambi et.al studied explanatory models in patients with unexplained somatic 
symptoms attending a primary care facility. They found that 42% patients believed 
in black magic as the cause of their illness. This study concluded that there is a 
need to elicit specific explanatory models regarding the nature of illness in patients 
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who present with somatic symptoms without organic causes.  They also 
highlighted that understanding the patient's perspectives is a crucial for providing 
optimal treatment [102].  
Viswanathan et al studied sexual function and explanatory models for sexual 
dysfunction in women in rural Tamil Nadu. They found that women attributed 
their loss of libido and sexual problems to stress and unsatisfactory marital life 
[103]. Thangadurai et.al explored the explanatory models for sexual dysfunction 
amongst male patients presenting to a secondary care hospital. The men reported 
multiple different explanatory models for their sexual problems like masturbation 
(26.7%), nocturnal emission (20.0%), lack of privacy (2.2%), punishment by God 
(9.6%), karma (8.5%) and disease (22.6%). They also believed in diverse 
treatment modalities for their sexual dysfunction like special diet (52.6%) and 
medical treatment (40.4%), herbal remedies (69.3%) and traditional healers 
(61.9%), [42]. A study exploring explanatory models for Dhat syndrome 
concluded that majority of patients believed that Dhat consists of semen, followed 
by pus, sugar, and concentrated urine. Also majority considered the causative 
factor for Dhat syndrome as masturbation and excessive indulgence in sexual 
activity, followed by venereal diseases, urinary tract infections, overeating, 
constipation, worm infestation, disturbed sleep or genetic factors. [104].  
Men without sexual dysfunction have been found to possess a “resistance to a 
dysfunctional mentality”. This “dysfunctional mentality” seen in men with sexual 
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dysfunction is characterized by the maintenance of negative expectations 
regarding sexual performance situations and presumably, a pessimistic 
explanatory model regarding sexual events. Few available studies indicate that 
individuals with sexual difficulties have a tendency towards self-blame, or an 
internal attributional style for sexual problems. It was observed that these men 
tend to blame themselves rather than circumstances or their partners for erectile 
failures, even when there were alternative explanations.  
In clinical encounters the patient‟s Explanatory model is usually facetious. 
Patients generally are embarrassed about revealing their beliefs in a formal health 
care setting. They may foresee ridicule or criticism because their beliefs appear 
mistaken or non-scientific from a professional point of view. As a result, when 
they reveal their beliefs they may report them as a short single phrase explanation. 
Physicians should be non-judgmental in eliciting their patient‟s beliefs, since they 
do prove to be important in treatment planning and thus could make the elicitation 
of explanatory models in clinical settings meaningful.       
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2. AIMS AND OBJECTIVE 
 
This study aims to determine the socio-demographic profile, clinical features, 
explanatory models of sexual dysfunction and prevalence of psychiatric morbidity 
in patients attending andrology clinic in a tertiary care hospital.   
Primary objective: 
1. To study the prevalence of psychiatric morbidity among patients attending 
the Andrology clinic in a tertiary hospital  
2. To study the explanatory models of sexual dysfunction in patients attending 
the Andrology clinic in a tertiary hospital  
Secondary objective: 
To study the socio-demographic characteristics of these patients and assess their 
associations with psychiatric morbidity and explanatory models 
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3. METHODOLOGY  
3.1 THE STUDY  
3.1.1 SETTING  
The study was conducted at the andrology clinic run by the Department of 
Urology, Christian Medical College and Hospital, Vellore. This is a tertiary care 
center catering to the population of several southern Indian states of Tamilnadu, 
Andhra Pradesh, Kerala, along with north and north eastern states like Orissa, 
Bihar and West Bengal along with neighbouring countries like Bangladesh, Nepal 
and Bhutan.  
The hospital conducts andrology clinics on every Wednesday in the morning. The 
average number of patients attending the clinic per OPD is about 40 to 50.  
3.1.2 SUBJECTS   
Consecutive male patients attending the andrology clinic at the Christian medical 
college and hospital were invited to participate in this study. 
Inclusion criteria: 
 - Patients 18 years and above attending andrology clinic at CMC Hospital  
 - Patients who can speak Hindi or English 
Exclusion criteria: 
-Patients with psychosis, severe sensory or cognitive impairment 
 
[55] 
 
3.2 PROCEDURE 
3.2.1 SAMPLING  
Patients who present to the andrology clinic are registered and their charts are 
randomly distributed by Medical Records Officer to different cabins to be seen by 
andrology consultants. Charts of the patients were randomly selected and patients 
were invited to participate in the study. Detailed informed consent was taken from 
the patients in the language they best understand before starting the interview.  
Interview was carried out in separate cabin in order to maintain the privacy. All 
patients were interviewed before they were evaluated by the andrologist.   
All subjects who gave consent were evaluated in details for their socio-
demographic data using specially designed proforma. Sexual dysfunction was 
assessed using DSM-5 criteria. Beliefs about the etiology of the illness, its course, 
the time of onset of symptoms, the meaning of sickness, the diagnosis, the 
methods of treatment, the roles and expectations of the subjects were assessed 
using Modified short explanatory model interview (SEMI). Subjects were further 
assessed using Hindi version of Clinical interview schedule – revised (CIS-R) to 
detect common mental disorders.  
3.2.2 INSTRUMENTS USED 
1. Socio-demographic data in a specified proforma 
2. Sexual history questionnaire  
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3. Short explanatory model interview 
4. Clinical interview schedule- revised 
3.2.2.1 INSTRUMENTS USED FOR ASSESSING EXPLANATORY 
MODELS AND ATTITUDES 
MODIFIED SHORT EXPLANATORY MODEL INTERVIEW (SEMI) 
The Short Explanatory Model Interview (SEMI):  
Kleinman's original concepts," which examined health and sickness from an 
anthropological perspective, formed the basis of the interview. The semi-
structured interview explores emic perspectives of illness." It employs open-ended 
questions. The language is simple and does not include any medical or technical 
words or phrases. The subjects are encouraged to talk openly about their attitudes 
and experience with the aim of eliciting concepts held, and relationship to current 
situation and culture. Probes are also employed to confirm the concepts mentioned 
and to explore areas that the patients did not volunteer. The interview is divided 
into five sections to cover the subject's background, nature of presenting problem, 
help-seeking behaviour, interaction with physician/healer, and beliefs related to 
mental illness. The individual's beliefs related to the nature of the presenting 
problem are examined in detail and include the reason for consulting, name of the 
problem, perceived causes, consequences, severity and its effects on body, 
emotion, social network, home life and on work. Emic symptoms are elicited by 
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open-ended probing. Help-seeking behaviour, especially contact with alternative 
non-medical sources (e.g. traditional healers) are also examined. The details of the 
interaction with the physician/healer are also evaluated in terms of expectation and 
satisfaction. 
SEMI takes about 20-30 minutes to complete. The inter-rater reliability of the 
SEMI was found to be high. The non- technical nature of the instrument allows for 
the translation and adoption into different languages for use in different cultures. 
Its format also allows for qualitative and quantitative analysis. Interviewers from 
diverse theoretical backgrounds can be trained and high inter- rater reliability 
achieved. The SEMI has been used and translated into many languages including 
Hindi and Tamil.  
3.2.2.2 INSTRUMENT USED FOR IDENTIFICATION OF PSYCHIATRIC 
MORBIDITY 
3.2.2.2.1 THE CLINICAL INTERVIEW SCHEDULE 
The clinical interview schedule (CIS) has been widely used as a standardized 
interview for assessing minor psychiatric disorders. It is explicitly meant to be 
used in community settings and the threshold determined for case definition 
corresponds to the point at which a general practitioner would become concerned 
about a patients mental health.  
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3.2.2.2.2 THE REVISED CLINICAL INTERVIEW SCHEDULE 
The Revised Clinical Interview Schedule (CIS-R) [113] is a standardized semi-
structured interview to assess the mental state of subjects with CMDs. The 
schedule minimizes observer bias as it does not require the interviewer‟s clinical 
judgment. Most aspects of the interviewing style are prescribed, including the 
exact wording of the questions and specific rules for coding each symptom. The 
schedule has 14 sub-sections: somatic symptoms, fatigue, concentration, sleep 
problems, irritability, and worry about physical health, depression, depressive 
ideas, worry, anxiety, phobia, panic, obsessions and compulsions The CIS-R has 
been shown to have high inter-rater reliability. It has been employed in many 
investigations of CMD. It takes 10 to 20 minutes to administer. The instrument has 
been validated in HINDI which will be used for the study.  
3.2.2.2.3 THE SCORING OF THE REVISED CLINICAL INTERVIEW 
SCHEDULE 
Each section is scored over past 7 days and scores for sub sections range from 0 to 
4. Each section has a variable number of mandatory questions, which act as a gate 
to more detailed assessment of the symptoms. These ratings obtained at interview 
provide a score, which is taken to indicate the severity of any minor psychiatric 
disorders (excluding psychotic disorders). A threshold of those scoring 12 or more 
has been established as best cut off to determine caseness when compared with 
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gold standard of psychiatric interview. The CISR has been shown to be equally 
useful in developed as well as developing countries. [113] 
3.2.3 ETHICAL CONSIDERATION: 
Study was initiated only after clearance from institutional ethics committee. All 
the participants were interviewed in a separate cabin and keeping in mind the 
sensitive nature of the study the privacy of the participants was assured. Detailed 
information sheet was provided to participants in the language they can best 
understand and a written informed consent was taken from all participants in the 
language they best understand before the interview. The interview was conducted 
only by the principal investigator, the information collected was available only to 
the research team and the data that was collected was processed only for research 
purpose.  
3.3 STATISTICAL METHODS 
3.3.1 DETERMINATION OF SAMPLE SIZE: 
The sample size was estimated using the formula 4pq/d
2
. 
Previous studies have reported the prevalence of psychiatric morbidity among 
patients with sexual dysfunction as 13% [16]. Calculating sample size for a 
prevalence of 15%, with a precision of 0.07, the sample size was calculated as 
104. We recruited 113 patients during the study period.   
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3.3.2 DATA ANALYSIS 
Mean, standard deviation and range were used to describe continuous variables 
while frequency distribution was obtained for categorical variables. The chi-square 
test was used to test the association for categorical variables and Student t-test was 
used to compare continuous variables. Multiple logistic regressions were done for 
multivariate analysis to adjust for possible confounders. Odds ratio and confidence 
intervals were calculated. The statistical software SPSS for Windows Release 16 
was used for the analysis of data. 
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4. RESULTS 
 
 
4.1 STUDY SAMPLE: 
One hundred and sixteen patients, fulfilled criteria for inclusion and were invited 
to participate in the study. Three patients refused consent and therefore were not 
included in the study sample. One hundred and thirteen patients completed the 
interview and were included in the analysis.  
4.2 SOCIO-DEMOGRAPHIC PROFILE OF THE PARTICIPANTS 
The mean age of the participants was 37.38 years (SD ± 9.4, range 20 to 62). 
Majority of the participants (73.5%) were from a middle socio-economic 
background. Mean number of years of education of the sample was 11.47 years 
(SD ± 4.4, range 0 to 18). Majority of the sample (85%) was literate and could 
read and write. Majority of the participants (41.6%) were professionals, and only 
7.1% of the participants were unemployed.  
Among those who were employed, the majority (65.7%) reported that they were 
satisfied with their job. Most of the participants (52.2%) were from an urban 
background.  Majority of the participants (53.1%) were from a nuclear family and 
23% of the participants had some medical comorbidity. Among the participants 
with medical comorbidities, diabetes mellitus was reported by 57.7%. Details of 
the socio-demographic profile of the participants are described in the following 
tables. 
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Table1. Socio- demographic profile of the participants (n = 113) 
Characteristics Frequency Percent 
Educational Status   
  Illiterate 8 7.1 
  Literate 105 92.9 
Occupation    
  Unemployed 8 7.1 
  Student 3 2.7 
  Unskilled 30 26.5 
  Skilled 25 22.1 
  Professional 47 41.6 
Job Satisfaction   
  Satisfied with job 71 62.8 
  Not satisfied with job 37 32.7 
Socioeconomic Status   
  Lower socio-economic status 23 20.4 
  Middle socio-economic status 83 73.5 
  Higher socio-economic status 7 6.2 
Habitat    
  Urban 59 52.2 
  Rural 54 47.8 
Family   
  Joint 33 29.2 
  Nuclear 60 53.1 
  Extended 19 16.8 
  Living alone 1 0.9 
Psychoactive substance use 22 19.5 
Substance use in dependence pattern (ICD-10) 12 10.6 
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Table2. Socio-demographic profile of the participants 
Characteristics  Range Mean SD 
Age in years 42 37.38 9.413 
Number of years of education 18 11.47 4.480 
Period between onset of symptoms and 
treatment seeking at our center in months 
297 61.74 60.952 
 
4.3 Marital life and profile of the spouses of the participants 
Majority of the participants (80.5%) were married and living with their spouse. 
Among the married participants, the mean age of the spouse was 31.92 years (SD 
± 8.76, range – 16 - 62), the majority (89.0%) were housewives, mean number of 
years of education of the spouse was 9.70 years (SD ± 5.43 years), mean duration 
of married life was 149.35 months (SD ± 11.70 months). The mean difference 
between age of participant and their spouse was 7.35 years (SD ± 4.37 years).  
Majority of the spouses (62.0%) did not accompany the patients during the 
hospital visit. Most of the participants (75.5%) reported satisfactory marital life 
and the majority (89.4%) reported adequate privacy at home. Details are 
summarized in following table.  
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Table.3 Marital life and profile of the spouses of the participants 
Characteristics Frequency Percent 
Marital status   
  Single 19 16.8 
  Married 91 80.5 
  Separated 1 0.9 
  Divorced 2 1.8 
Occupation Of Spouse   
  Housewife 81 71.7 
  Unskilled 1 0.9 
  Skilled 4 3.5 
  Professional 5 4.4 
Partner accompanying for the treatment   
  Yes 35 38.0 
  No 57 62.0 
Marital Life   
  Satisfactory 71 75.5 
  Unsatisfactory 23 24.5 
 
Table.4 Marital life and profile of the spouses of the participants 
Characteristics Range Mean SD 
Duration of married life in months 479 149.3 112.22 
Age of spouse in years 46 31.9 8.76 
Difference in age of subject and partner in 
years 
27 7.3 4.37 
Number of years of education of the spouse in 
years 
17 9.7 5.43 
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4.4HELP SEEKING AND TREATMENT HISTORY 
Majority of the participants (66.0%) were encouraged (advised or pressurized) by 
their partners to seek help for sexual dysfunction. Mean duration between onset of 
symptoms and the first consultation at this center was 61.74 months (SD ± 60.95, 
range of 3 to 300). Most of the participants (63.7%) stated that they had not taken 
any type of the treatment for their sexual problems in the past. Among the 
participants who had taken treatment in the past, the majority (56.1%) had taken 
allopathic treatment, while 24.4% reported having tried different treatment options 
like allopathic, alternative medicine, over the counter medications and magico-
religious treatments. Details are summarized in following table. 
Table5. Help seeking and treatment history 
Characteristics Frequency Percentage 
Advised by partner to seek treatment (n= 94)   
  Yes 62 66.0 
  No 32 34.0 
Any type of treatment taken in the past (n=113)   
  Yes 41 36.3 
  No 72 63.7 
Type of treatment taken in the past (N= 41)   
  Allopathic 23 56.1 
  Alternative Medicine like Ayurveda/ homeopathy 7 17.1 
  Other/non-medical/ OTC 1 2.4 
  All the above 10 24.4 
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4.5 SEXUAL HISTORY OF THE PARTICIPANTS  
Participants were interviewed about their sexual history using a sexual history 
questionnaire, which looked at various aspects of masturbatory practices, current 
sexual functioning, patterns of sexual behaviour, beliefs about sexual activity and 
opinions about prevention of unplanned pregnancy and sexually transmitted 
diseases.  
4.5.1 Masturbatory practices: 
Majority of the participants (91.2%) were aware of the concept of masturbation. 
Mean age of onset of masturbation was 16 years (SD ± 2.53). Though 78.8% of 
the participants reported having masturbated in their lifetime, only a minority 
(20.4%) reported current masturbation.  The most common reasons for stopping 
masturbation was guilt (56.6%) and marriage (44.2%). Details obtained from 
sexual history questionnaire are summarized in following tables.  
Table.6 Details obtained regarding masturbatory practice of the participants 
Characteristics Number Percentage 
Awareness regarding the concept of masturbation 103 91.2 
Currently practicing masturbation 23 20.4 
Practiced masturbation in the past 89 78.8 
Stopped masturbation due to guilt/ masturbatory 
guilt 
64 56.6 
Masturbation stopped after marriage  50 44.2 
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Table.7 Details obtained regarding masturbatory practice of the participants 
 
Characteristics 
 
Range  Minimum Maximum Mean SD 
Age of onset of 
Masturbation 12 10 22 16.00 2.536 
 
4.5.2 Sexual activity 
Mean age of first sexual contact was 24.78 years. 20.4% participants reported 
contact with commercial sex workers while 23.9% reported that they have 
multiple sexual partners. 69% of the participants reported that their first sexual 
contact was only after marriage. These details are summarized in following tables.  
Table8. Details obtained from sexual history questionnaire 
 
Characteristics Range Mean SD 
Age of first sexual 
contact in years 
12-43 24.78 5.879 
 
Table9. Details obtained from sexual history questionnaire 
Characteristics Number Percent 
Sexually active 100 88.5 
History of sexual contact with commercial sex worker 23 20.4 
Sexual contact with multiple partners 27 23.9 
First sexual contact only after marriage  69 69.0 
First sexual partner   
  Girlfriend 19 19.0 
  Wife 71 71.0 
  Commercial Sex worker 6 6.0 
  Others/ do not want to disclose 4 4.0 
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4.5.3 Awareness about sexually transmitted diseases 
 66.4% of the participants stated that were aware of sexually transmitted diseases 
(STD‟s), but only 41.6% actually took measures to prevent these. Among the 
measures taken to prevent STD‟s, the majority (72.3%) reported having single 
partner as the method of choice. These details are summarized in following table.  
Table.10 Awareness regarding sexually transmitted diseases (STD’s) 
 
Characteristics Number Percent 
Aware about sexually transmitted diseases and methods to 
prevent STD 
75 66.4 
Measures taken to prevent STD 47 41.6 
Specific measures taken to prevent STD   
  Condom 12 27.7 
  Single partner 35 72.3 
 
Only 29.2% of the participants took some form of precaution to prevent unplanned 
pregnancy. When asked about their preferred method to prevent unplanned 
pregnancy (contraceptive), majority 63.9% felt it was their partner‟s responsibility. 
The details are summarized in following table. 
Table11. Contraceptive practices reported by participants 
Characteristics Number  Percentage  
Some form of contraception used 33 29.2 
Type of contraception used   
  Condom 10 27.8 
  Partner responsibility 
  (OC Pills, Copper-T, Sterilization) 
23 63.9 
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4.5.4 CLINICAL PROFILE OF THE SEXUAL DISORDERS  
Ninety four participants fulfilled criteria for a sexual disorder according to DSM-
5. The prevalence of a sexual disorder was 83.2%, despite the sample being 
patients attending Andrology clinic. All the participants reported some sexual 
concern while completing the SEMI. Most common sexual disorder in our sample 
was pre-mature ejaculation (PME) (58.4%) followed by erectile dysfunction (ED) 
(51.3%) and Dhat syndrome (37.2%). 59.3% participants reported more than one 
sexual disorder. These details are summarized in the following tables. 
Table12. Prevalence of sexual dysfunction (DSM-5) and Dhat syndrome 
(ICD-10) 
Sexual disorders Number Percentage 
Delayed ejaculation 1 0.9 
Male hypoactive sexual desire disorder 26 23.0 
Erectile dysfunction  58 51.3 
Pre-mature Ejaculation 66 58.4 
Orgasmic dysfunction 38 33.6 
Dhat syndrome 42 37.2 
 
Table13. Prevalence of combinations of sexual disorders 
Sexual Disorders Number Percentage 
Erectile Dysfunction  +  PME 16 14.2 
ED + PME + Dhat syndrome 16 14.2 
ED + Dhat syndrome 06 5.3 
PME + Dhat syndrome 16 14.2 
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4.6 PSYCHIATRIC MORBIDITY 
 A score of 12 or more in CISR is considered as standard cut off to decide 
caseness for common mental disorders (CMD). [106] Accordingly 59 (52.2%) 
participants had common mental disorder.  
Table14. Common mental disorders according to CISR   
Caseness according to CISR CMD Frequency Percent 
CISR Positive (score > 12) Present  59 52.2 
CISR Negative (score<12) Absent  54 47.8 
Total  113 100.0 
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4.7 EXPLANATORY MODELS 
Participants were then interviewed based on Modified SEMI and were asked to list 
all the possible sexual concerns they have. Most of the participants reported 
premature ejaculation (63.71%) as their sexual concern followed by erectile 
dysfunction (55.75%).  These details are summarized in following tables.  
Table15. Sexual concerns as reported by participants 
 
Sexual Concerns Frequency Percent 
ED 63 55.75 
PME 72 63.71 
Concern regarding consistency and loss of semen 35 30.97 
Concern about fertility 7 6.19 
Concern regarding pain / abnormal sensation in genital 
region 
18 15.92 
Concern about partner satisfaction 7 6.19 
Concern regarding size and shape of external genitalia 31 27.43 
Concern regarding performance 16 14.15 
Decreased libido 26 23 
Nocturnal emission 14 12.38 
 
 
Patient explanatory models regarding causation: 
Participants were asked questions regarding their beliefs about causation of sexual 
problems. They were asked questions like what was the first thought that came to 
their mind when they witnessed sexual problem and do they feel that they have 
done something which may have caused sexual problem or do they feel that there 
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is something which was supposed to be done but they have not done it which may 
have caused this sexual problem. Their responses are summarized in table16.  
After noting down their responses they were asked specific closed ended (yes/no) 
questions regarding their belief in different causes of their sexual dysfunction and 
also their preferred treatment modality. These details are summarized in following 
tables 17 and 18. 
Table16. Patient explanatory models regarding causation. 
Response Frequency Percent 
Don‟t know/ nothing specific  37 32.74 
Masturbation  21 18.58 
Indulgence with commercial sex worker 1 0.88 
Extra marital affair  5 4.42 
Excessive indulgence in sex before marriage 7 6.19 
Stress and tension 16 14.1 
Gastro intestinal symptoms 13 11.50 
Inappropriate food intake/ supplement intake 3 2.65 
Alcohol intake 3 2.65 
Night fall 13 11.50 
Physical disease 19 16.81 
Obesity  5 4.42 
Nerve dysfunction 5 4.42 
Others (ring given by baba, mixing poison in food by 
partner, electric current/ laptop electromagnetic waves 
etc) 
5 4.42 
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Table17. Patient’s response regarding cause of their sexual problems   
 
Characteristics Frequency Percentage 
Black magic 7 6.2 
Karma 6 5.3 
Punishment from God 9 8.0 
Evil spirits 2 1.8 
Masturbation and loss of semen 39 34.5 
Night falls and loss of semen 31 27.4 
Disease 44 38.9 
Lack of privacy 8 7.1 
 
Table18. Response of the participants regarding various treatment options 
Treatment options Number Percentage 
Doctor/ nurse 103 91.2 
Traditional healer 9 8.0 
Mantravadi 8 7.1 
Temple/ church/ mosque 11 9.7 
Special diet/ diet restrictions 22 19.5 
Herbal remedies 26 23.0 
 
EXPLANATORY MODELS OF SEXUAL DYSFUNCTION 
Medical model: 
The participants who felt that their problems were secondary to physical problems 
like disease, obesity, nerve problem, gastrointestinal causes and who felt that a 
doctor or a nurse can treat their problem were categorized as having a medical 
model for their sexual dysfunction. 
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Non-medical model 
The participants who felt that their problems were secondary to religious or 
spiritual causes like karma, punishment by God, evil spirits or black magic and 
who felt that visiting a mantravadi or traditional healer or religious center may 
cure their problem were considered to have a non-medical model. Participants who 
reported culturally accepted  themes like their sexual problems are secondary to 
semen loss due to masturbation or night falls or secondary to psychological factors 
like stress, tension, inappropriate food intake, guilt due to contact with multiple 
partners, extra-marital affair, high risk behaviours were also categorized as having 
a non-medical model of illness. 
Table19. Explanatory models of sexual dysfunction according to participants  
 
Explanatory model Number Percentage 
Medical 105 92.9 
Non-medical 75 66.4 
Single model 36 33.3 
Multiple model 72 66.7 
No model of illness 05 4.4 
 
 
 
 
 
 
 
[75] 
 
4.8 RISK FACTORS FOR PSYCHIATRY MORBIDITY  
Socio-demographic variables  
Respondents with common mental disorders were younger (t = 2.249, p < 0.05) 
and less educated (t = 2.209, p<0.05) as compared to participants who did not have 
common mental disorders. Also the spouses of the participants with common 
mental disorders were younger (t = 2.745, p<0.05) and less educated (t = 3.497, 
p<0.05). These details are summarized in the following tables.  
Table20.Comparison of socio-demographic (continuous) variables between 
patients with and without CMD 
Variables CMD 
Present  
CMD 
Absent 
t-value p-value 
Age (in years) 35.51 
SD=8.850 
39.43 
SD=9.663 
-2.249 0.026
* 
Education (in years) 10.59  
SD=4.572 
12.43 
SD=4.21 
-2.209 0.029
*
 
Education of the spouse 7.83  
SD=4.72 
11.57 
SD=4.24 
-3.497 0.01
*
 
Age of the spouse 29.50 
SD=34.35 
34.35 
SD=9.23 
-2.745 0.007
*
 
Duration of marital life 
in months 
131.67 
SD=99.65 
167.02 
SD=122.069 
-1.521 0.132 
*=
 
p<0.05 
Comparison of categorical socio-demographic variables showed that significantly 
more number of participants having common mental disorders were unemployed 
(X
2
=7.880, p<0.05), were not satisfied with their current job (X
2
= 9.250, p<0.05), 
were from lower socio-economic status (X
2
=7.83, p<0.05), were married to the 
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spouses who were illiterate (X
2
=9.20, p<0.05), had unsatisfactory marital life 
(X
2
=6.965, p<0.05), were from an urban background (X
2
= 9.546, p<0.05) and had 
taken treatment for sexual dysfunction in the past (X
2
 = 4.799, p<0.05) as 
compared to participants who did not have common mental disorders. 
Sexual behaviour and sexual disorders  
Significantly more number of participants with common mental disorders had 
masturbatory guilt (X
2
= 3.577, p<0.05), had their first sexual contact after 
marriage (X
2
= 3.284, p<0.05), had sexual misconceptions (X
2
=6.24, p<0.05), were 
diagnosed with PME (X
2
=3.009, p<0.05), Dhat syndrome (X
2
=9.89,  p<0.05) and 
had more than one sexual disorder (X
2
=4.17, p<0.05) as compared to participants 
who did not have a common mental disorder. Other variables covering socio-
demographic data and information related to sexual behaviour and sexual 
disorders were not significantly associated with common mental disorders.  
Table21. Comparison of socio-demographic variables between patients with 
and without CMD 
Variables CMD 
Present 
CMD 
Absent 
X
2
 p-value 
Employment 
  Yes  
  No  
 
51 
8 
 
54 
0 
 
7.880 
 
0.006
* 
Job satisfaction 
  Yes  
  No 
 
28 
26 
 
43 
11 
 
9.250 
 
0.002
*
 
Lower socio-economic status 
  Yes  
  No 
 
18 
41 
 
5 
49 
 
7.835 
 
0.005
*
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Middle socio-economic status 
  Yes  
  No  
 
40 
19 
 
42 
12 
 
1.411 
 
 
0.293 
 
Upper socio-economic status 
  Yes  
  No 
 
1 
58 
 
6 
48 
 
4.302 
 
0.053 
Literacy of the Spouse  
  Illiterate 
  Literate  
 
16 
30 
 
4 
42 
 
9.200 
 
0.05 
Marital life 
  Satisfactory  
  Unsatisfactory  
 
30 
17 
 
41 
6 
 
6.965 
 
0.008
*
 
Habitat 
  Urban  
  Rural 
 
39 
20 
 
20 
34 
 
9.546 
 
0.03
*
 
Past treatment taken for sexual 
dysfunction 
  Yes  
  No  
 
27 
32 
 
14 
40 
 
4.799 
 
0.03
*
 
Medical co-morbidity  
  Present  
  Absent  
 
14 
45 
 
12 
42 
 
0.036 
 
0.849 
Masturbatory guilt 
  Present  
  Absent  
 
38 
12 
 
26 
19 
 
3.577 
 
0.059 
First sexual contact after marriage 
  Yes  
  No  
 
31 
20 
 
38 
11 
 
3.284 
 
0.07 
Sexual partners 
  Single  
  Multiple  
 
33 
18 
 
40 
9 
 
3.633 
 
0.05 
Sexual misconceptions  
  Present  
  Absent  
 
41 
 
25 
 
6.245 
 
0.01
*
 
Erectile dysfunction  
  Present  
  Absent  
 
33 
26 
 
25 
29 
 
1.048 
 
0.349 
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Orgasmic dysfunction  
  Present  
  Absent  
 
22 
37 
 
16 
38 
 
0.741 
 
0.389 
Pre-mature Ejaculation 
  Present  
  Absent  
 
39 
20 
 
27 
27 
 
3.009 
 
0.08 
Dhat syndrome 
  Present  
  Absent  
 
30 
29 
 
12 
42 
 
9.893 
 
0.002
*
 
Multiple sexual disorders 
  Present  
  Absent  
 
35 
16 
 
19 
21 
 
4.147 
 
0.042
*
 
*=
 
p<0.05 
 
EXPLANATORY MODEL: 
Participants with a common mental disorder believed that their sexual problem is 
due to Karma (X
2
=5.799, p<0.05), masturbation (X
2
=4.987, p<0.05), night 
falls(X
2
=8.273, p<0.05) and disease (X
2
=14.997, p<0.001) and believed that 
consulting a doctor/ nurse (X
2
=4.562, p<0.05) or taking herbal treatment 
(X
2
=3.920, p<0.05) will cure their sexual problem. Also significantly more 
number of participants with common mental disorders believed in a medical 
explanatory model (X
2
=5.442, p<0.05), non-medical explanatory model 
(X
2
=15.389, p<0.001) and expressed multiple explanatory models (X
2
=12.627, 
p<0.001). These details are summarized in the following tables. 
Table22. Comparison of explanatory models between patients with and 
without CMD 
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Variables  CMD 
Present  
CMD 
Absent 
X
2
 p-value 
Cause of sexual disorder      
Karma 
  Yes  
  No 
 
6 
53 
 
0 
54 
 
5.799 
 
0.016
* 
Semen loss due to masturbation 
  Yes  
  No  
 
26 
33 
 
13 
41 
 
4.987 
 
0.026
*
 
Semen loss due to night falls 
  Yes  
  No 
 
23 
36 
 
8 
46 
 
8.273 
 
0.004
*
 
Disease 
  Yes  
  No 
 
33 
26 
 
11 
43 
 
14.997 
 
0.000
**
 
Punishment from God 
  Yes  
  No 
 
7 
52 
 
2 
52 
 
2.562 
 
0.166 
Privacy  
  Yes  
  No 
 
6 
53 
 
2 
52 
 
1.792 
 
0.275 
Treatment Plan      
Doctor/ nurse  
  Yes  
  No 
 
57 
2 
 
46 
8 
 
4.562 
 
0.046
*
 
Herbal remedies  
  Yes  
  No 
 
18 
41 
 
8 
46 
 
3.920 
 
0.048
*
 
Traditional healer  
  Yes  
  No 
 
6 
53 
 
3 
51 
 
0.819 
 
0.494 
Explanatory models      
Medical model 
  Yes  
  No 
 
58 
1 
 
47 
7 
 
5.442 
 
0.027
*
 
Non-medical model 
  Yes  
  No 
 
49 
10 
 
26 
28 
 
15.389 
 
0.000
**
 
Multiple models 
  Yes  
  No 
 
48 
11 
 
24 
25 
 
12.627 
 
0.000
**
 
*=P<0.05, **=p<0.001 
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4.9 Comparison between explanatory models and socio-demographic and 
clinical profile  
Medical model: 
Participants with a medical explanatory model were less educated (t= -2.447, 
p<0.05). Spouses of the participants who had a medical model were also less 
educated but this difference was not statistically significant. Patients who reported 
a medical model were also likely to have been married for a longer time as 
compared to those who did not believe in a medical model. This finding also did 
not achieve statistical significance.  
Table.23Comparison of variables with medical model 
Variables Believe in 
medical 
model  
Do not 
believe in 
medical 
model  
t-test p-value 
Education of the participants 
in years  
11.19 
(SD=4.50) 
15.12 
(SD=4.509) 
-2.447 0.01
* 
Education of the spouse in 
years 
9.40 
(SD=5.561) 
13.33 
(SD=2.582) 
1.715 0.09 
Duration of married life in 
months 
154.84 
(SD=113.12) 
70.67 
(SD=61.21) 
1.798 0.07 
* = p<0.05 
 
Participants with a medical model were likely to be sexually active (X
2
=5.715, 
p<0.05) and had a diagnosis of Dhat syndrome (X
2
=5.093, p<0.05). Other 
variables were not significantly associated with having a medical explanatory 
model for sexual dysfunction. These details are summarized in the following table.  
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Table24. Comparison of variables in patients with and without medical 
models 
Variables Medical explanatory  
Model 
X
2
 p-value 
Yes No 
Literacy  
  Illiterate  
  Literate  
 
8 
97 
 
0 
8 
 
0.656 
 
1.000 
Employment  
  Employed  
  Unemployed  
 
97 
8 
 
8 
0 
 
0.656 
 
1.000 
Lower socio-economic status 
  Yes  
  No  
 
23 
82 
 
0 
8 
 
2.200 
 
0.204 
Marital life  
  Satisfactory  
  Unsatisfactory  
 
66 
22 
 
5 
1 
 
0.211 
 
1.000 
Past treatment taken for sexual 
disorders 
  Yes  
  No  
 
 
40 
65 
 
 
1 
7 
 
 
2.106 
 
 
0.255 
Sexually active 
  Yes  
  No  
 
95 
10 
 
5 
3 
 
5.715 
 
0.048
* 
ED 
  Present  
  Absent  
 
55 
50 
 
3 
5 
 
0.659 
 
0.482 
PME 
  Present  
  Absent 
 
64 
41 
 
2 
6 
 
3.955 
 
0.065 
Dhat syndrome  
  Present  
  Absent  
 
42 
63 
 
 
0 
8 
 
5.093 
 
0.025
*
 
*=P<0.05 
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Non-medical model:  
Participants who held a non-medical model of illness were younger, but this 
finding was not statistically significant. However, patients with non-medical 
explanatory models were likely to have been married for a longer duration (t=-
2.075, p<0.05). 
Table 25 Comparison of variables with non-medical explanatory models 
Variables Cases Controls t-test p- value 
Age  36.20 
(SD=8.94) 
39.71 
(SD=9.984) 
1.894 0.061 
Duration of married life 131.93 
(SD=104.57) 
182.00 
(SD=120.295) 
-2.075 0.04
* 
*= p<0.05 
Participants with a non-medical explanatory model were likely to be from a lower 
(X
2
=8.043, p<0.05), were not satisfied with their job (X
2
=8.135, p<0.05), came 
from an urban background (X
2
=2.98, p<0.05) and were more likely to have taken 
treatment in the past (X
2
=10.401, p<0.05). These patients also reported 
dissatisfaction in their marital life and lack of privacy at home, but this was not 
statistically significant.  
More patients with non-medical explanatory models reported masturbatory guilt 
(X
2
=6.017, p<0.05), did not have premarital sexual relations (X
2
=6.879, p<0.05), 
reported high risk sexual behaviour (X
2
=8.043, p<0.05) and reported sexual 
misconceptions (X
2
=12.613, p<0.001).  
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Patients with premature ejaculation (X
2
= 8.448, p<0.05) and Dhat syndrome 
(X
2
=28.729, p<0.001) were more likely to hole a non-medical explanatory model 
as compared to other sexual disorders.  
These details are summarized in the following table.  
Table 26 Comparison of variables with non-medical explanatory models 
Variables Non-medical 
explanatory models 
X
2
 p-value 
Yes  No 
Literacy  
  Illiterate  
  Literate  
 
6 
66 
 
2 
39 
 
0.474 
 
0.709 
Lower socio-economic status 
  Yes  
  No  
 
21 
51 
 
2 
39 
 
9.507 
 
0.002
* 
Middle socio-economic status 
  Yes  
  No  
 
48 
24 
 
34 
7 
 
3.470 
 
0.063 
Higher socio-economic status 
  Yes  
  No  
 
2 
70 
 
5 
36 
 
3.987 
 
0.097 
Job satisfaction 
  Satisfied  
  Not satisfied  
 
40 
31 
 
31 
6 
 
8.135 
 
0.004
*
 
Marital life 
  Satisfactory  
  Unsatisfactory  
 
40 
19 
 
31 
4 
 
5.130 
 
0.027
*
 
Privacy at home 
  Adequate  
  Inadequate  
 
61 
11 
 
40 
1 
 
4.537 
 
0.053 
Habitat 
  Urban  
  Rural  
 
42 
30 
 
17 
24 
 
2.980 
 
0.084 
Past treatment for sexual disorder 
  Yes  
  No  
 
34 
38 
 
7 
34 
 
10.271 
 
0.001
*
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Masturbatory guilt 
  Present  
  Absent  
 
47 
15 
 
17 
16 
 
5.781 
 
0.016
*
 
First sexual contact only after 
marriage 
  Yes  
  No  
 
42 
27 
 
27 
4 
 
6.891 
 
0.010
*
 
High risk behaviour  
Present  
  Absent  
 
21 
51 
 
2 
39 
 
9.507 
 
0.002
*
 
Sexual misconceptions  
  Present  
  Absent  
 
51 
21 
 
15 
26 
 
12.613 
 
0.00
**
 
ED 
  Present  
  Absent  
 
40 
32 
 
18 
23 
 
1.420 
 
0.233 
PME 
  Present  
  Absent  
 
48 
24 
 
18 
23 
 
5.573 
 
0.018
*
 
Dhat syndrome 
  Present  
  Absent  
 
40 
32 
 
2 
39 
 
28.729 
 
0.000
**
 
Any type of sexual disorder 
  Present  
  Absent  
 
64 
8 
 
30 
11 
 
4.614 
 
0.032
*
 
Multiple sexual disorders  
  Present  
  Absent  
 
46 
18 
 
8 
19 
 
14.046 
 
0.000
**
 
*=P<0.05, **=p<0.001 
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4.10 ANDROLOGY CLINIC 
Most common diagnosis made by the andrologist was erectile dysfunction (52.3%) 
followed by premature ejaculation (50%). 
Table27. Diagnosis as per andrologist  
Diagnosis as per andrologist (n=86) Frequency Percent 
ED 45 52.3% 
PME 43 50% 
Dhat syndrome 2 2.32 
Other urological diagnosis 4 4.65 
Sexual Misconception 11 12.8 
 
Referrals to psychiatry were also studied. The andrologists were able to detect 
psychiatric morbidity in 19 (32.2%) participants amongst 59 who had common 
mental disorders according to the CISR interview.  31(27.4%) participants were 
referred by andrologists to psychiatry OPD (for sexual concerns and psychiatric 
comorbidity). Among these, only 24 (77.4%) consulted Psychiatry OPD. 
Table28 Evaluation and referral by andrologist 
Evaluation and referral by Andrologist Frequency 
 
Percent  
Common mental disorders detected by andrologist 
(n=59) 
19 32.2 
Participants referred to psychiatry OPD from andrology 
OPD (n=113) 
31 27.4 
Participants when referred from andrology OPD 
consulted psychiatry OPD (n=31) 
24 77.4 
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Comparison of variables among patients who consulted psychiatry 
Participants whose psychiatric morbidity was identified (X
2
= 57.504, p<0.001) by 
the andrologist and referred to psychiatry (X
2
=63.154, p<0.001) were more likely 
to have attended psychiatry OPD. Those patients with multiple explanatory 
models (X
2
=4.439, p<0.05) or had taken treatment earlier (X
2
=9.059, p<0.05) 
were more likely to have consulted psychiatry following referral. These details are 
summarized in following table. 
Table29 Comparison of variables with Psychiatry consultation 
Variables Consulted Psychiatry    
OPD 
X
2
 p-value 
Yes  No  
Past treatment  
  Yes 
  No  
 
15 
9 
 
26 
63 
 
9.059 
 
0.003* 
Non-medical model of illness 
  Yes 
  No  
 
20 
4 
 
55 
34 
 
3.928 
 
0.054 
Multiple models of illness 
  Yes 
   No  
 
19 
4 
 
53 
32 
 
3.342 
 
0.083 
Psychological component picked up 
by andrologist  
  Yes 
  No 
 
 
22 
2 
 
 
11 
78 
 
 
57.504 
 
 
0.000** 
Patient referred to psychiatry OPD 
by andrologist 
  Yes 
  No 
 
 
22 
2 
 
 
9 
80 
 
 
63.154 
 
 
0.000** 
*=P<0.05, **=p<0.001. Multivariate statistics was attempted, but these did not 
show any statistically significant findings. 
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5. DISCUSSION 
5.1 Introduction: 
A satisfactory sexual life is an important aspect of the overall health of an 
individual and is an important determinant of the quality of life. Male sexual 
disorders are one of the common causes for a hospital visit in primary care 
settings.  The concept of sexual disorders and its treatment has seen a 
revolutionary change from being a „taboo‟ issue, to being a psychological or 
behavioural phenomenon and now it is conceptualized as a disease or dysfunction 
of the biological systems in the body. The focus has thus shifted from 
predominantly psychological interventions to pharmacological and interventional 
modalities. Thus the primary responsibility of treating male sexual disorders has 
shifted from a psychiatrist to an andrologist.  Despite the current focus on 
biological causation and biological treatment modalities, the role of psychological, 
social and cultural factors in the causation of sexual disorders is well recognized 
and the need for holistic approach is well accepted across specialties.  The 
bidirectional nature of the relationship between sexual disorders and psychiatric 
morbidity is well known.  
An often neglected aspect of psychological interventions for sexual disorders is 
exploring the explanatory models of patients. The importance of integrating 
patient‟s explanatory models with the treatment goals is a vital aspect of any 
psychological intervention. 
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However, stigma and physician bias often results in sexual disorders being under-
reported and under-treated. Associated psychiatric morbidity is often undiagnosed 
or neglected. Also patient explanatory models for sexual disorders are often not 
elicited or taken into consideration. We attempted to estimate the prevalence of 
psychiatric morbidity and study explanatory models of patients with sexual 
disorders who attended the andrology clinic at a tertiary care hospital. 
5.2 Methodological considerations: 
The study sample: 
This study was conducted in a tertiary hospital in Tamil Nadu, which caters to the 
local population as well as patients from northern and north-eastern parts of India 
and neighboring countries like Bangladesh and Nepal. Patients who could 
communicate in Hindi or English were recruited as the primary investigator was 
familiar with these languages. Almost all the participants were from northern and 
northeastern parts of India and Bangladesh.  
Translation: 
The information sheet and informed consent document were translated into Hindi 
so that participants were well informed about the study and could give an 
informed consent. 
Setting: 
The study was conducted in Andrology outpatient department. Privacy of the 
participants was ensured in view of sensitive information that was shared.   
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Sample size: 
The required sample size calculated was 104; 113 participants were recruited. 
Thus an adequate sample was studied to reach valid conclusions.  
Procedure: 
Patients who attended andrology clinic and fulfilled criteria of inclusion were 
invited to participate in the study. All assessment interviews were conducted 
before the participant was evaluated at the andrology clinic to avoid possible bias.  
Instruments: 
All instruments used for the study (CISR and SEMI) have already been translated 
in Hindi and a validated version was used for the interviews.    
5.3 Prevalence and associations 
Sociodemographic profile: 
Most participants were middle aged men (mean age - 37.38 years) who were 
educated up to at least tenth standard (mean years of education was 11.47 years). 
Most of the participants were from middle socio-economic, urban, nuclear 
families, who were employed and reported satisfaction with their jobs. A minority 
reported medical comorbidities; the most commonly reported comorbidity was 
diabetes mellitus. The socio-demographic profile is similar to many previous 
reports from this area, and conducted in similar settings. [41, 42, 43] 
 Marital life and profile of the spouse: 
Majority of the participants were married, living with their spouse, and reported 
satisfactory marital life with adequate privacy at home. These findings were 
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similar to previous studies [42]. Spouses of the patients were middle aged (mean = 
31.92 years) housewives. The mean age difference between the couple was 7.35 
years, which could be explained by the prevalent socio-cultural norms in the 
country.  
Majority of the spouses did not accompany the patients to the andrology clinic. A 
lack of awareness about the role of partner in treatment of sexual disorder could be 
one reason for this. Other factors which could have contributed to this finding can 
be the stigma and shame associated with attending a sexual disorders clinic, 
anxiety, taboo and discomfort experienced by spouses while discussing the sexual 
problems either in person or in the presence of their male partners with the doctor. 
[103] 
5.4 Help seeking and treatment history 
The duration between onset of symptoms and consultation in this study appeared 
to be large (about 61 months). Several factors could explain this finding. Lack of 
facilities for assessment and management of sexual disorders may be a reason. In a 
resource starved country, the priorities for health care administrators are more 
likely to be communicable and non-communicable diseases which cause 
significant morbidity and mortality. Andrology as a specialty is only slowly 
gaining recognition globally. Misconceptions prevalent in society like „sex is 
meant only for procreation and any dysfunction after that function is served 
doesn‟t require treatment‟, „sex is anyways not possible and should not be 
attempted after a specific age or old age and so sexual dysfunction is not 
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considered as a problem‟ may also be reasons for the long delay in seeking 
treatment. This can be better understood, if we study the pathways to care of the 
patients attending andrology clinic. 
Participants reported that their spouse/partner encouraged them to seek help for 
their problems. In a paternalistic society like India, partner satisfaction has not 
been a priority in the past. It is encouraging to see in this study that there is a 
change in the cultural scenario where partners encourage men to seek treatment, 
which was not evident a few decades ago.  
Most of the participants (63.7%) had not taken any type of treatment in the past for 
their sexual dysfunction. This finding was earlier reported by another study. [43] 
This is surprising, given the current trend of much advertisement and hype 
regarding traditional treatments for sexual disorders in the print and visual media 
[117,118,119].  Amongst the participants who had taken some form of treatment 
in the past, majority had taken allopathic treatment while 17.1% had taken 
alternative forms of treatment like Ayurveda and homeopathy. This finding differs 
from a previous study where 31% had taken alternative medical treatments like 
Ayurvedic, homeopathy or other herbal treatments while only 17% had taken 
allopathic treatment in the past. [43] This again can be explained on the basis of 
difference in the setting of the study and study sample.  
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5.5 Sexual history and masturbatory practices  
Masturbation 
Most of the participants were aware of the concept of masturbation and reported 
that they initiated masturbation by the age of around sixteen years. However, only 
a minority were continuing the practice. Masturbatory guilt was cited as the most 
common reason for cessation. These findings are similar to previous reports from 
the region. [44, 62, 78] Guilt associated with masturbation is usually present 
secondary to religious and cultural factors or the belief that it results in physical 
symptoms or sexual disorder. Masturbatory guilt has consistently been reported in 
all previous studies and the prevalence remains the same irrespective of age, social 
class, education and cultural background. Similar rates were also reported from 
studies done in other parts of India almost 50 years back. This highlights the 
inadequacy of sex education programs in the country. 
Sexual behaviour 
The age of first sexual contact was reportedly higher (24.78 years) as compared to 
previous studies (13-19 years). [105] Most of the participants reported that their 
first sexual contact was only after marriage. This again highlights the culturally 
acceptable norm of “virginity till marriage” which is still largely prevalent in the 
society. Other reports however have suggested that the Western model regarding 
premarital sex has become more acceptable [120,121,122].   
Most participants did not report contact with commercial sex workers and had 
only a single sexual partner. This is in part due to improved awareness of (66.4%) 
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sexually transmitted diseases (STD). However they reported that they did not use 
measures to protect themselves in high risk situations. Similarly only 29.2% of the 
participants took some form of precaution to prevent unplanned pregnancy. This 
highlights the lacunae in awareness of safe sex practices and contraception. 
Programs that target these deficits would benefit the community, if it can be 
provided at end user services like the andrology clinic. 
5.6 Sexual disorders 
All patients who participated in the study reported sexual concerns. However, only 
83.2% of them had a diagnosed DSM-5 sexual disorder. This highlights the fact 
that not all patients who present to an andrology clinic may have a sexual disorder. 
Few may just have sexual concerns or sexual misconceptions. These patients can 
be managed by reassurance and adequate sex education without referral to a 
psychiatrist or labeling them with a psychiatric diagnosis. Premature ejaculation, 
erectile dysfunction and dhat syndrome were the most common sexual disorders in 
our sample. The majority had features to suggest more than one sexual disorder. 
This has been reported in earlier studies from this region. [29-44].  
 
5.7 Psychiatric morbidity 
More than half (52.2%) of the patients in this study had a common mental disorder 
according to the CISR. A report from an andrology clinic in Greece stated a higher 
prevalence (63.1%). The prevalence of psychiatric comorbidity as reported in 
other studies from India ranges from 15-25% in psychiatric OPD or an general 
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OPD of a tertiary care setting [30, 34, 43, 44] and 8-11% in  primary or secondary 
care setting [42, 89]. Differences in study settings, population studied, screening 
instruments and diagnostic criteria used could explain this variation. It can be 
speculated that Andrology is a super-specialty and that severe and resistant cases 
of sexual dysfunction reach this facility.  
5.8 Explanatory models of sexual dysfunction 
The common concerns reported by patients in this study included worries 
regarding consistency of and loss of semen, size and shape of genitalia, pain or 
abnormal sensation in genital organs or genital area and performance anxiety. 
These findings were similar to previous reports. [30, 31, 37] Participants reported 
diverse beliefs about the causation of their sexual concerns. The medical model 
was the most commonly reported causative model. Disease, gastrointestinal 
factors, obesity and nerve dysfunction were thought to cause their sexual problems 
by the majority. Most of the respondents (91.2%) felt that a doctor or a nurse 
could help solve their problems. This is in contrast to a previous report where only 
22.6% believed in disease as a cause and 40.4% believed that a doctor or a nurse 
can solve their problem. [42] 
Two thirds of the participants in this study believed in non-medical model for their 
sexual dysfunction. Semen loss secondary to masturbation (34.5%) or `night falls‟ 
(27.4%) were the most commonly reported reasons among this group. Karma, 
punishment from God, and black magic as a cause of their sexual dysfunction was 
not frequently reported. Dietary changes (19.5%), herbal remedies (23%), visit to 
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traditional healer (8%), mantravadi (7.1%) or visiting a religious establishment 
(9.7%) was described as being curative. A previous study from a secondary care 
setting reported much higher rates of these explanatory models. [42] This suggests 
that explanatory models may change depending on the setting and population 
recruited.  
The high rates of non-medical explanatory models among patients visiting a super-
specialty clinic of a tertiary care hospital highlights the fact that even while 
visiting a medical facility, patients can still hold contradictory non-medical 
etiological beliefs. It also emphasizes the importance of eliciting explanatory 
models in all patients, to provide holistic care which is acceptable to the patients 
and is in accordance with their belief systems.    
 
5.9 Risk factors for psychiatry morbidity  
Risk factors that were identified to be associated with common mental disorders 
include younger age, lower education, unemployment, poor job satisfaction, 
patients from a lower socio-economic strata and an urban habitat. Previous reports 
too have suggested such associations between young age, illiteracy, 
unemployment, poor job satisfaction and lower socio-economic strata with 
depression and anxiety. [107,108,109] However, our finding of increased 
prevalence of common mental disorder in people from urban areas has not been 
reported. Possible reasons for this could be that the participants in this study were 
from economically and socially deprived urban areas which have several 
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characteristics similar to that of a rural habitat. Also improved awareness 
regarding sexual functioning, sexual disorders and greater expectations due to 
exposure to social, visual and print media of participants from urban habitat may 
have resulted in disillusionment. So any dysfunction or unsatisfactory sexual life 
may have led to increased guilt, anxiety and depressive symptoms.    
Participants, whose spouse was younger, less educated or illiterate had common 
mental disorders. Patients who had some form of treatment in the past reported 
more common mental disorders. This association could be bi-directional; 
inadequate or inappropriate treatment in the past could have lead to depression or 
anxiety, it could also be that people with more severe forms of sexual dysfunction 
may have approached multiple doctors to alleviate their problems. It is well known 
that sexual difficulties can lead to decline in quality of life [110] and subsequently 
common mental disorders.  
Participants with masturbatory guilt, those who had had premarital sexual 
relations, those with multiple sexual partners and those who believed in sexual 
misconceptions, had greater psychiatric morbidity. The strong prevalent cultural 
norms and sanctions of this country may in part explain this.   
Masturbation is still considered a sin in many religions; loss of semen is associated 
with guilt, anxiety and somatic complaints - conceptualized as Dhat syndrome is 
seen pre-dominantly in the Indian sub-continent. Inadequate sex education 
programs for adolescents, traditional or alternate health practitioners who 
perpetuate these beliefs for personal gain and sexual health being a low priority for 
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health care administrators may play a part in this. [14, 29, 30] The high prevalence 
of sexual misconceptions is significant as it is a predictor of future sexual 
difficulties. People with these beliefs seek help, often from traditional healers or 
non-allopathic practitioners. [62] Some of them get better but a large majority may 
be further misled by such alternative medicine practitioners. [111] Misconceptions 
can become chronic, firmly established and interfere with the individual‟s personal 
and sexual functioning as well as quality of life. Practices like “virginity till 
marriage” and “single life partner” are strongly embedded in our culture. Any 
deviation from this cultural norms leads to strong feeling of guilt and anxiety. The 
increasing age of marriage, masturbation and pre-marital sex being considered as 
sin or culturally unacceptable, easy availability of explicit sexual content, and 
misleading sexual information on the internet creates a vicious cycle resulting in 
an approach avoidance conflict and possible sexual difficulties.    
Participants with pre-mature ejaculation, Dhat syndrome and multiple sexual 
disorders reported more common mental disorders. This is in keeping with 
previous studies which have shown associations between PME and anxiety, social 
phobia, panic disorder and depression. [42-43, 112-116] Similarly Dhat syndrome 
has been shown to have associations with anxiety, depression, panic disorder and 
somatoform disorders. [90-95] 
Patients who reported more than one sexual disorder were more likely to have a 
common mental disorder. Sexual dysfunction interferes with a man‟s self esteem, 
when he realizes that he is not able to satisfy his sexual partner. This has been 
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linked to development of depression and anxiety. Likewise depression and anxiety 
has a negative impact on one‟s sexual life. Longitudinal studies will be able to 
clearly establish the complex interrelationships between sexual dysfunction and 
common mental disorders.  
Participants who believed in Karma or who felt their sexual dysfunction was a 
disease exhibited greater anxiety and depression. Likewise, participants who held 
medical, non-medical or multiple models of causation appeared to have higher 
levels of psychiatric comorbidity. Previous reports suggest that patients with 
depression have a psycho-social explanatory model for their illness while 
participants with unexplained somatic symptoms believe in religious or cultural 
explanatory models like black-magic. [102, 111] 
These findings highlight the need to explore explanatory models in patients 
presenting with sexual difficulties. Understanding patient explanatory models and 
addressing patients issues secondary to these will help in treatment of sexual as 
well as common mental disorders seen in andrology clinic. Andrologists with a 
predominantly biological orientation may find identification of psychiatric 
comorbidity a difficult task; liaison with a psychiatrist or a psychologist trained in 
sexual medicine will be helpful. These findings also highlight the scarcity of 
clinicians who have expertise in handling sexual disorders.   
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5.10 Explanatory models and socio-demographic profile  
Participants and their spouses with lower education levels appeared to have a 
medical explanatory model. This is atypical as traditionally we would expect a 
non-medical model for people with lower educational levels. Participants from 
lower or middle socio-economic strata, with an unsatisfactory job and marriage, 
with inadequate privacy at home and from an urban habitat had non-medical 
model of illness. Presence of masturbatory guilt, sexual misconceptions, high risk 
sexual behaviour and premarital sexual relations reported a non-medical model. 
5.11 Identification of common mental disorders by the Andrologist and 
psychiatry   referral: 
Psychiatric co-morbidity was detected by andrologists in 32.20% of the total 
participants as compared to 52.2% by the research interview. Similarly sexual 
misconceptions were elicited in 9.73% of the participants by andrologists while 
58.4% of the participants were identified as having sexual misconceptions by 
psychiatrist. Consequently, the referral to a psychiatrist was lower than that 
desired. Further training for the Andrologist, in identifying psychiatric 
comorbidities and basic counselling skills, is required. Those patients who were 
referred to the psychiatry clinic did attend the OPD; this suggests that referral to a 
psychiatrist via the Andrologist may be less stigmatizing and more acceptable to 
patients.  
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5.12 STENGTHS AND LIMITATIONS 
Strengths of the study: 
1. There are very few previous studies which have looked at psychiatric 
morbidity and explanatory models of patients in this setting. To the best of 
our knowledge, this is the first study that looked at explanatory models of 
patients with sexual dysfunction in an andrology clinic from India.  
2. As the study setting was a tertiary care center catering to populations from 
several states of India and neighboring countries, we were able to study a 
reasonably diverse population in terms of age, residence, socio-economic 
status, education and cultural background.  
3. The study sample comprised of consecutive men attending andrology clinic 
irrespective of their diagnosis, comorbidities or psycho-social background. 
This helped us avoid selection bias during recruitment. 
4. The assessments were carried out by a single interviewer who was aware of 
the social and cultural background of the participants and was well versed 
with the language spoken by the participants. This ensured that there was 
minimal reporting bias.  
5. The target sample size was achieved; hence it is possible to generalize the 
conclusions to the representative population. 
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Limitations of the study: 
1. The study was done in a busy outpatient clinic with constraints of the time, 
which could have influenced the results of the study 
2. As the participants were aware that interview was conducted by a doctor 
there could have been a bias towards reporting of biological model of 
illness. 
3. Due its cross sectional nature data collection was carried out solely via a 
self-report. This could have led to reporting bias.  
4. Attitude towards sexuality, norms and explanatory models can change over 
time depending on cultural and other in-vogue influences. These cannot be 
explored in a cross-sectional study like this.  
5. Sexual functioning is a sensitive topic and some participants might have 
felt unable to freely express their views.  
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5.13 RECOMMENDATIONS AND FUTURE DIRECTIONS FOR RESEARCH 
It is a well-established fact that psychiatric morbidity is commonly associated with 
sexual dysfunction, but the direction of this relationship is unclear. Psychiatric 
morbidity can also influence the course and prognosis of sexual disorders. Both 
common mental disorders and male sexual disorders are very prevalent in society 
but are often the most neglected ones.  Elicitation of explanatory models helps the 
clinician to understand the patients‟ perspectives and in turn to provide better care.   
Currently most of the treatment modalities for sexual dysfunction are biologically 
focused; psychiatric morbidities in sexual dysfunction are often missed or 
neglected and explanatory models are either not elicited, or taken into 
consideration.  
Multiple factors are responsible for this situation. These factors include the wide 
gap between physician and patient, paternalistic attitude of clinicians, increasing 
physician work load leading to time constraints, under- recognition and lack of 
training in dealing with these complex problems and scarcity of mental health 
professionals.  
Thus there is a need to sensitize clinicians working in the area of sexual medicine 
regarding the need to elicit explanatory models and detect common mental 
disorders. Male sexual disorders would be best managed by a multidisciplinary 
team consisting of an andrologist, psychiatrist, psychologist or a nurse trained in 
sexual medicine to provide the best possible care for this common but neglected 
problem.  
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Future research goals should be: 
1. Future studies focusing on human sexuality and sexual disorders should 
take into consideration its biological, psychological and cultural diversity. 
2. Longitudinal studies to assess the course of psychiatric morbidity and 
change of explanatory models over time in patients with sexual 
dysfunction. 
3. More qualitative research studying the relationships between sexual 
disorders and common mental disorders.  
4. Well-designed studies to find the risk factors for common mental disorders 
in patients with sexual disorders.  
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6. SUMMARY 
1. This study attempted to study psychiatric morbidity and explanatory models 
for sexual disorders in patients presenting to andrology clinic by using 
standardized and validated instruments like Modified short explanatory model 
interview (SEMI) and clinical interview schedule – revised (CIS-R).  
2. One hundred and thirteen patients, fulfilled criteria for inclusion and 
participated in the study. Prevalence of a DSM-5 sexual disorder was 83.2%. 
59 (52.2%) participants had common mental disorder as per the research 
interview. Most common reported concerns were premature ejaculation 
(63.71%) and erectile dysfunction (55.75%). „Disease‟and „semen loss‟ were 
the most commonly reported causative factor. The majority felt that consulting 
a doctor or a nurse would help solve their difficulties. 92.9% held a medical 
explanatory model and 66.4% reported a non-medical explanatory model for 
their sexual disorder.  
3. Participants with a common mental disorder were likely to be unemployed; and 
if employed, not satisfied with their current job; from a lower socio-economic 
status; with unsatisfactory marital life; from an urban background; having 
taken treatment for sexual dysfunction in the past; reported masturbatory guilt 
and sexual misconceptions; have multiple partners and had a diagnosis of 
premature ejaculation or Dhat syndrome. They were also likely to have 
reported that their sexual problem was due to Karma, masturbation, night falls, 
or a disease and believed that consulting a doctor or a nurse or taking herbal 
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treatment will cure their sexual problem. More patients with common mental 
disorder also reported medical and non-medical explanatory models.  
4. Participants who held a medical model were less educated, sexually active, and 
more likely to have been diagnosed with PME or Dhat syndrome. Presence of 
masturbatory guilt, and having taken treatment in the past were associated with 
holding a non-medical model.  
5. Psychiatric morbidity was under recognized by the andrologist as compared to 
the research interview.  
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7. CONCLUSIONS 
Our study confirms that psychiatric morbidity is common among patients with 
sexual disorders. Majority of the patients with sexual disorders presenting to 
tertiary care also believed in non-medical explanatory models for their sexual 
disorder. Detection rate of psychiatric morbidity by andrologist was low as 
compared to research interview.  Thus any management plan for sexual disorders 
should take into consideration the biological, psychological and cultural factors 
associated with male sexual disorders. A team approach consisting of an 
andrologist, psychiatrist and a psychologist or a nurse in an andrology clinic will 
provide an ideal setting for management of male sexual disorders. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
[107] 
 
8. BIBLIOGRAPHY  
 
 
1. Meyer, J. (1976). Psychodynamic treatment of the individual with a 
sexual disorder. In Clinical management of sexual disorders (ed. J. 
Meyer), pp. 265–75. Williams and Wilkins, Baltimore, MD. 
2. Lazarus, A. (1963). The treatment of chronic frigidity by systematic 
desensitization. Journal of Nervous and Mental Diseases, 136, 272–8. 
3. Wolpe, J. (1958). Psychotherapy by reciprocal inhibition. Stanford 
University Press, Stanford, CA. 
4. Masters, W. and Johnson, V. (1966). Human sexual response. 
Churchill Livingstone, London. 
5. Masters, W. and Johnson, V. (1970). Human sexual inadequacy. Little, 
Brown, Boston, MA. 
6. Kaplan, H.S. (1974). The new sex therapy: active treatment of sexual 
dysfunctions. Brunner–Mazel, New York. 
7. Tiefer, L. (1995). Sex is not a natural act and other essays. Westview 
Press, Boulder, CO. 
8. Sadock VA. Normal human sexuality and sexual dysfunctions. In: 
Sadock BJ, Sadock VA, editors. Comprehensive Textbook of 
[108] 
 
Psychiatry. Philadelphia: Lippincott Williams and Wilkins; 2005. p. 
1902‑35. 
9. Dimitrios mallis, et,al. Psychiatric morbidity is frequently undetected 
in patients with erectile dysfunction. The Journal of Urology;Volume 
174, Issue 5, November 2005, Pages 1913–1916 
10. Bancroft J, editor. Sexual problems. In: Human Sexuality and Its 
Problems. New York: Churchill Livingstone; 1989. p. 360‑411. 
11. Avasthi A, Nehra N. Sexual disorders: A review of Indian research. In: 
Murthy S, editor. Mental Health in India. Bangalore: Peoples Action 
for Mental Health; 2000. p. 42‑53. 
12. Lasker GF, Maley JH&Kadowitz PJ (2010)A reviewof the 
pathophysiology and novel treatments for erectile dysfunction. 
Advances in Pharmacological Sciences, 2010, 1–10. 
13. Rowland DL (2012) Sexual Dysfunction in Men. Cambridge: Hogrefe 
Press. 
14.  Wig NN. Problem of mental health in India. J Clin Soc Psychiatry. 
1960;17:48–53. 
15. Malhotra HK, Wig NN. Dhat syndrome: A culture-bound sex neurosis 
of the orient. Arch Sex Behav. 1975;4:519–28 
16. Udina M, Foulon H, Valdés M, Bhattacharyya S, Martín-Santos R. 
Dhat syndrome: A systematic review. Psychosomatics. 2013;54:212–8. 
[109] 
 
17. Dimitrios mallis, et,al. Psychiatric morbidity is frequently undetected 
in patients with erectile dysfunction. The Journal of Urology;Volume 
174, Issue 5, November 2005, Pages 1913–1916 
18. Feldman HA, et al. Impotence and its medical and psychosocial 
correlates: results of the Massachusetts Male Aging Study. J Urol 1994 
151(1): p. 54-61. 
19. Braun M, et al. Epidemiology of erectile dysfunction: results of the 
'Cologne Male Survey'. Int J Impot Res 2000 12(6): p. 305-11. 
20. Johannes CB, et al. Incidence of erectile dysfunction in men 40 to 69 
years old: longitudinal results from the Massachusetts male aging 
study. J Urol 2000 163(2): p. 460-3. 
21. Schouten BW, et al. Incidence rates of erectile dysfunction in the 
Dutch general population. Effects of definition, clinical relevance and 
duration of follow-up in the Krimpen Study. Int J Impot Res 2005 
17(1): p. 58-62. 
22. Capogrosso P, et al. One patient out of four with newly diagnosed 
erectile dysfunction is a young man- worrisome picture from the 
everyday clinical practice. J Sex Med 2013 10(7): p. 1833-41. 
23. Waldinger MD. The neurobiological approach to premature 
ejaculation. J Urol 2002 168(6): p. 2359-67. 
24. Laumann EO, et al. Sexual dysfunction in the United States: prevalence 
and predictors. JAMA 1999 281(6):p. 537-44. 
[110] 
 
25. Porst H, et al. The Premature Ejaculation Prevalence and Attitudes 
(PEPA) survey: prevalence, comorbidities, and professional help-
seeking. Eur Urol 2007 51(3): p. 816-23; discussion 824. 
26. Waldinger MD, et al. The use of old and recent DSM definitions of 
premature ejaculation in observational studies: a contribution to the 
present debate for a new classification of PE in the DSM-V. J Sex Med 
2008 5(5): p. 1079-87. 
27. Serefoglu EC, et al. Prevalence of the complaint of ejaculating 
prematurely and the four premature ejaculation syndromes: results 
from the Turkish Society of Andrology Sexual Health Survey. J Sex 
Med 2011 8(2): p. 540-8. 
28. Althof SE, et al. An update of the International Society of Sexual 
Medicine's guidelines for the diagnosis and treatment of premature 
ejaculation (PE). J Sex Med 2014 11(6): p. 1392-422. 
29. Bagadia VN, Vardhachari KS, Mehta BC, Vahia NS. Educational 
group psychotherapy for certain minor sex disorders of males. Indian J 
Psychiatry 1959;1:237-40. 
30. Bagadia VN, Dave KP, Pradhan PV, Shah LP. Study of 258 male 
patients with sexual problems. Indian J Psychiatry 1972;14:143-51. 
31. Nakra BR, Wig NN, Varma VK. A study of male potency disorders. 
Indian J Psychiatry 1977;19:13-8. 
[111] 
 
32. Nakra BR, Wig NN, Varma VK. Sexual behavior in the adult north 
Indian patients of male potency disorders. Indian J Psychiatry 
1978;20:178- 82. 
33. Kar GC, Varma LP. Sexual problems of married male patients. Indian J 
Psychiatry 1978;20:365-70. 
34. Bagadia VN, Ayyar KS, Dhawale KM, Pradhan PV. Treatment of 26 
cases of male sexual dysfunction by behaviour modification 
techniques. Indian J Psychiatry 1983;25:29-33. 
35. Gupta P, Banerjee G, Nandi DN. Modified Masters Johnson Technique 
in the treatment of sexual inadequacy in males. Indian J Psychiatry 
1989;31:63-9. 
36. Avasthi A, Basu D, Kulhara P, Banerjee ST. Psychosexual dysfunction 
in Indian male patients: revisited after seven years. Arch Sex Behav 
1994;23:685-95. 
37. Verma KK, Khaitan BK, Singh OP. The frequency of sexual 
dysfunctions in patients attending a sex therapy clinic in North India. 
Arch Sex Behav 1998;27:309-14. 
38. Avasthi A, Sharan P, Nehra R. Practicing behavioral sex therapy in 
India: Selection, modifications, outcome, and dropout. Sex Disabil 
2003;21:107-1 2. 
[112] 
 
39. Gupta SK, Dayal S, Jain VK, Kataria U, Relhan V. Profile of male 
patients with psychosexual disorders. Indian J Sex Trans Dis 
2004;25:33-7. 
40. Kendurkar A, Kaur B, Agarwal AK, Singh H, Agarwal V. Profile of 
adult patients attending a marriage and sex clinic in India. Int J Soc 
Psychiatry 2008;54:486-93. 
41. T. S. Sathyanarayana Rao, M. S. Darshan, Abhinav Tandon. An 
epidemiological study of sexual disorders in south Indian rural 
population. Indian Journal of Psychiatry 57(2), Apr-Jun 2015. 
42. Thangadurai P, Gopalakrishnan R, Abraham V, Prasad J, Kuruvilla A, 
Jacob KS. Sexual dysfunction in secondary care in South India: Nature, 
prevalence, clinical features and explanatory models. Natl Med J India. 
2014 Jul-Aug; 27(4):128-31. 
43. Gurvinder Kalra, Ravindra Kamath, Alka Subramanyam, Henal Shah, 
Psychosocial profile of male patients presenting with sexual 
dysfunction in a psychiatric outpatient department in Mumbai, India. 
Indian Journal of Psychiatry; 57(1), Jan-Mar 2015. 
44. Rohit Verma, Shaily Mina, Shiraz Ul‑Hassan, Yatan Pal Singh 
Balhara. A Descriptive Analysis of Patients Presenting to Psychosexual 
Clinic at a Tertiary Care Center. Indian Journal of Psychological 
Medicine. Jul - Sep 2013;Vol 35; Issue 3 241. 
[113] 
 
45. Buvat J, et al. Endocrine aspects of male sexual dysfunctions. J Sex 
Med 2010 7(4 Pt 2): p. 1627-56. 
46. Jackson G, et al. Cardiovascular aspects of sexual medicine. J Sex Med 
2010 7(4 Pt 2): p. 1608-26. 
47. Lee JC, et al. Do men with mild erectile dysfunction have the same risk 
factors as the general erectile dysfunction clinical trial population? BJU 
Int 2011 107(6): p. 956-60. 
48. Glina S, et al. Modifying risk factors to prevent and treat erectile 
dysfunction. J Sex Med 2013 10(1): p. 115-9. 
49. Vlachopoulos C, et al. Erectile dysfunction in the cardiovascular 
patient. Eur Heart J 2013 34(27): p. 2034-46. 
50. Seftel AD, et al. Coexisting lower urinary tract symptoms and erectile 
dysfunction: a systematic review of epidemiological data. Int J Clin 
Pract 2013 67(1): p. 32-45. 
51. Rosen R, et al. Lower urinary tract symptoms and male sexual 
dysfunction: the multinational survey of the aging male (MSAM-7). 
Eur Urol 2003 44(6): p. 637-49. 
52. McMahon CG, et al. Disorders of orgasm and ejaculation in men. J Sex 
Med 2004 1(1): p. 58-65. 
53. Laumann EO, et al. Sexual problems among women and men aged 40-
80 y: prevalence and correlates identified in the Global Study of Sexual 
Attitudes and Behaviors. Int J Impot Res 2005 17(1): p. 39-57.  
[114] 
 
54. Laumann EO, et al. Sexual dysfunction in the United States: prevalence 
and predictors. JAMA 1999 281(6): p. 537-44. 
55. Porst H, et al. The Premature Ejaculation Prevalence and Attitudes 
(PEPA) survey: prevalence, comorbidities, and professional help-
seeking. Eur Urol 2007 51(3): p. 816-23; discussion 824. 
56. Carson C, et al. Premature ejaculation: definition and prevalence. Int J 
Impot Res 2006 18 Suppl 1: p. S5-13. 
57. Richardson D, et al. Premature ejaculation--does country of origin tell 
us anything about etiology? J Sex Med 2005 2(4): p. 508-12. 
58. Waldinger MD, et al. Familial occurrence of primary premature 
ejaculation. Psychiatr Genet 1998 8(1): p. 37-40. 
59. Screponi E, et al. Prevalence of chronic prostatitis in men with 
premature ejaculation. Urology 2001 58(2): p. 198-202. 
60. Shamloul R, et al. Chronic prostatitis in premature ejaculation: a cohort 
study in 153 men. J Sex Med 2006 3(1): p. 150-4. 
61. Palmieri A, et al. Ejaculatory abstinence influences intravaginal 
ejaculatory latency time: results from a prospective randomized trial. 
Urol Int 2012 88(4): p. 459-62. 
62. Prakash O, Kar SK, Sathyanarayana Rao TS. Indian story on semen 
loss and related Dhat syndrome. Indian J Psychiatry. 2014;56:377–82. 
63. Mehta V, De A, Balachandran C. Dhat syndrome: A reappraisal. Indian 
J Dermatol. 2009;54:89–90. 
[115] 
 
64. Wig NN. Problem of mental health in India. J Clin Soc Psychiatry. 
1960;17:48–53. 
65. Malhotra HK, Wig NN. Dhat syndrome: A culture-bound sex neurosis 
of the orient. Arch Sex Behav. 1975;4:519–28. 
66. Udina M, Foulon H, Valdés M, Bhattacharyya S, Martín-Santos R. 
Dhat syndrome: A systematic review. Psychosomatics. 2013;54:212–8. 
67. Wig NN. Psychiatric research in India. In Psychiatry in India, Eds. De 
Souza A, De Souza DA. Bhilani, Bombay, 1984, pp. 703-32. 
68. Neki JS. Psychiatry in South East Asia. Br J Psychiatry 1973; 123:257-
69. 
69. Sethi BB. Culture bound symptoms in India. Indian J Psychiatry 1978; 
20:295-6. 
70. Tiwari SC, Katiyar M, Sethi BB. Culture and mental disorders. An 
overview. J Social Psychiatry 1986; 2:403-25. 
71. Singh G. Dhat syndrome revisited. Indian J Psychiatry 1985; 27:119-
22. 
72. Gandhi N, Mahatme S. A psychiatrist‟s approach to Dhat syndrome. 
Indian Practitioner 1989; 42:533-6. 
73. Mumford DB. The „Dhat syndrome‟: a culturally determined symptom 
of depression? Acta PsychiatrScand 1996; 94: 163-7. 
74. De Silva P, Dissanayake SAW. The use of semen syndrome in Sri 
Lanka: A clinical study. Sex Marital Ther 1989; 4:195-204. 
[116] 
 
75. Hay J. Are Non-western beliefs false? (Letter). Br J Psychiatry 1992; 
160:870-1. 
76. Singh GD, Avasthi A, Pravin D. Dhat Syndrome in a female: A case 
report. Indian J Psychiatry 2001; (4): 345-8. 
77. Behere PB, Natraj GS. Dhat syndrome: the phenomenology of a 
culture-bound sex neurosis of the orient. Indian J Psychiatry 1984; 
26:76-8. 
78. Bhatia MS, Malik SC. Dhat syndrome- a useful diagnostic entity in 
Indian culture. Br J Psychiatry 1991; 154:691-5. 
79. Avasthi A, Nehra R. Sexual disorders: A review of Indian Research. 
Mental Health in India (1995 2000), ed. Murthy RS. People‟s action for 
mental health, Bangalore, 2001, pp. 42-53. 
80. Chadda RK, Ahuja N. Dhat syndrome: A sex neurosis of the Indian 
subcontinent. Br J Psychiatry 1990; 156:577-92. 
81. Singh G. Dhat syndrome revisited. Indian J Psychiatry 1985; 27:119-
22. 
82. Nakra BRS, Wig NN, Varma VK. A study of male potency disorders. 
Indian J. Psychiatry 1977;19:13-8. 
83. Sadock VA. Normal human sexuality and sexual dysfunctions. In: 
Sadock BJ, Sadock VA, editors. Comprehensive Textbook of 
Psychiatry. Philadelphia: Lippincott Williams and Wilkins; 2005. p. 
1902‑35. 
[117] 
 
84. Mallis D1, Moysidis K, Nakopoulou E, Papaharitou S, Hatzimouratidis 
K,Hatzichristou D Psychiatric morbidity is frequently undetected in 
patients with erectile dysfunction. J Urol. 2005 Nov;174(5):1913-6. 
85. Corona G, Ricca V, Bandini E, Mannucci E, Petrone L, Fisher AD, 
Lotti F, Balercia G, Faravelli C, Forti G, Maggi M. Association 
between psychiatric symptoms and erectile dysfunction. J Sex Med. 
2008 Feb;5(2):458-68. Epub 2007 Nov 14. 
86. van Lankveld JJ, Grotjohann Y. Psychiatric comorbidity in 
heterosexual couples with sexual dysfunction assessed with the 
composite international diagnostic interview. Arch Sex Behav. 2000 
Oct; 29(5):479-98. 
87. Bellone M, Cottencin O, Rigot JM, Goudemand M. Study on 
psychiatric disorders and defensive process assessed by the "defense 
style questionnaire" in sterile males SAMPLE consulting in andrology. 
Encephale. 2005 Jul-Aug;31(4 Pt 1):414-25. 
88. Couper JW1, Love AW, Duchesne GM, Bloch S, Macvean M, Dunai 
JV, Scealy M, Costello A, Kissane DW. Predictors of psychosocial 
distress 12 months after diagnosis with early and advanced prostate 
cancer. Med J Aust. 2010 Sep 6;193(5 Suppl):S58-61. 
[118] 
 
89. Allen d. Seftel, peter sun, ralph swindle. The prevalence of 
hypertension, hyperlipidemia, diabetes Mellitus and depression in men 
with erectile dysfunction. The journal of urology; vol. 171, 2341–2345, 
June 2004 
90. Gurmeet singh. Dhat revisited. Indian journal of psychiatry, 1985; 
27(2), pp. 119-122. 
91. Bhatia,M. S. & Malik, S.C. (1991) Dhat syndrome. A useful diagnostic 
entity in Indian culture. British Journal of Psychiatry, 159, 691^695. 
92. Chadha,C. & Ahuja,N. (1990) Dhat syndrome. A sex neurosis of the 
Indian subcontinent. British Journal of Psychiatry, 156, 577^579. 
93. De Silva, P. & Dissanayake, S. A.W. (1989) The loss of semen 
syndrome in Sri Lanka.Aclinical study. Sexual and Marital Therapy, 
4,195^204. 
94. Dhikav V, Aggarwal N, Gupta S, Jadhavi R,Singh KDepression in 
Dhat syndrome. J Sex Med. 2008 Apr;5(4):841-4. Epub 2007 Apr 19. 
95. Singh G. Dhat syndrome revisited. Indian J Psychiatry 1985;27:119‑
22. 
96. Keil, F. C. (1992). The origins of an autonomous biology. In M. R. 
Gunnar & M. Maratsos (Eds.), Modularity and constraints in language 
and cognition The Minnesota symposia on child psychology (Vol. 25, 
[119] 
 
pp. 103–137). Hillsdale, NJ, England: Lawrence Erlbaum Associates, 
Inc.  
97. Kleinman A. Patients and Healers in the Context of Culture. Berkeley: 
University of California Press, 1980 
98. Sbaragli C1, Morgante G, Goracci A, Hofkens T, De Leo V, 
Castrogiovanni P. Infertility and psychiatric morbidity. Fertil Steril. 
2008 Dec; 90(6):2107-11. doi: 10.1016/j.fertnstert.2007.10.045. Epub 
2008 May 7. 
99. Rosemarie Mccabe and Stefan Priebe. Explanatory models of illness in 
schizophrenia: comparison of four ethnic groups. British Journal of 
Psychiatry (2004), 185, 25(3) 
100. Shanthi Johnson, Manoranjitham Sathyaseelan, Helen Charles, 
Visalakshi Jeyaseelan and Kuruthukulangara Sebastian Jacob. Insight, 
psychopathology, explanatory models and outcome of schizophrenia in 
India: a prospective 5-year cohort study. BMC Psychiatry 2012, 12:159 
101. Niels Buus a, Helle Johannessen a, Kurt Bjerregaard Stage. 
Explanatory models of depression and treatment adherence to 
antidepressant medication: A qualitative interview study. International 
Journal of Nursing Studies 49 (2012) 1220–1229. 
102. Nambi SK, Prasad J, Singh D, Abraham V, Kuruvilla A, Jacob KS. 
Explanatory models and common mental disorders among patients with 
[120] 
 
unexplained somatic symptoms attending a primary care facility in 
Tamil Nadu. Natl Med J India. 2002 Nov-Dec;15 (6):331-5. 
103. Shonima Viswanathan, Jasmine Prasad, K.S. Jacob, Anju kuruvilla. 
Sexual function in women in rural Tamil Nadu: Disease, dysfunction, 
distress and norms. The national medical journal of india vol. 27, no. 1, 
2014. 
104. Rohit Verma, Shaily Mina, Shiraz Ul-Hassan, Yatan Pal Singh 
Balhara. A Descriptive Analysis of Patients Presenting to Psychosexual 
Clinic at a Tertiary Care Center. Indian J Psychol Med. 2013 Jul-Sep; 
35(3): 241–247. 
105. Jokin de Irala, Alfonso Osorio, Silvia Carlos, Miguel Ruiz-Canela, 
Cristina Lo´pez-del Burg. Mean Age of First Sex: Do They Know 
What We Mean?. Arch Sex Behav (2011) 40:853–855. 
106. Lewis G, Pelosi AJ, Araya R, Dunn G. Measuring psychiatric 
disorder in the community: a standardized assessment for use by lay 
interviewers. Psychol Med. 1992 May; 22(2):465-86. 
107. A. Kuruvilla, K.S. Jacob. Poverty, social stress & mental health. 
Indian J med res 126, October 2007, pp 273-278. 
108. Vincent Lorant, Christophe Croux, Scott Weich, Denise Deliege, 
Johan Mackenbach Delie' Ge, And Marc Ansseau. Depression and 
socio-economic risk factors: 7-year longitudinal population study. 
[121] 
 
British Journal of Psychiatry (2007), 190, 293, 298. Doi: 10.1192 / bjp . 
Bp .105. 02004. 
109. Samantha Battams, Ann M. Roche, Jane A. Fischer, Nicole K. Lee, 
Jacqui Cameron, Victoria Kostadinov. Workplace risk factors for 
anxiety and depression in male-dominated industries: a systematic 
review. Health Psychology & Behavioural Medicine, 2014 Vol. 2, No. 
1, 983–1008.  
110. G Wagner, KS Fugl-Meyer and AR Fugl-Meyer. Impact of erectile 
dysfunction on quality of life: patient and partner perspectives. 
International Journal of Impotence Research (2000) 12, Suppl 4, 
S144±S146. 
111. Kar SK, Dhanasekaran S. Dhat Syndrome: A Cultural Attribute To 
Semen Loss. [cited 2014 Oct 10]; Available from: 
http://www.iisb.org/Dhat_Syndrome_A_Cultural_Attribute_To_Semen
_Loss.pdf 
112. Master, W.H. & Johnson, V.E. (1970) Premature ejaculation in 
Human Sexual Inadequacy. Boston: Mass Little Brown & Company. 
pp 92-115. 
113. Sadock, B.J. & Sadock, V.A. (2003) Human Sexuality in Synopsis 
of Psychiatry Behavioral Science /Clinical Psychiatry. Philadelphia: 
Lippincott William and Wilkin, (9th edn). 
[122] 
 
114.  Cooper, A.J. et al (1993) Some Clinical and Psychometric 
Characteristic of Primary and Secondary Premature Ejaculator. Journal 
of Sex and Marital Therapy, 19(4):276-88. 
115. Dunn, K.S. & Croft, P.R. (1999) Association of Sexual Problem 
with Social, Psychological and Physical Problem in Men and Women; 
A cross Sectional Population Survey. Journal of Epidemiology & 
Community Health, 53 (3): 144-8. 
116. Figueria, I. et al (2001) Sexual Dysfunction: a Neglected 
Complication of Panic Disorder and Social Phobia. Archives of Sexual 
Behavior, 30(4):369-77 
117. Aggarwal O, Sharma AK, Chhabra P. Study in sexuality of medical 
college students in India. J Adolesc Health Off PublSocAdolesc Med. 
2000 Mar;26(3):226–9. 
118. By. Bollywood At 100: How Big Is India‟s Mammoth Film 
Industry? [Internet].International Business Times. 2013 [cited 2014 
Aug 19]. Available from: http://www.ibtimes.com/bollywood-100-
how-big-indias-mammoth-film-industry- 1236299.  
119. Goodson P, McCormick D, Evans A. Searching for sexually explicit 
materials on the Internet: an exploratory study of college students‟ 
behavior and attitudes. Arch Sex Behav. 2001 Apr;30(2):101–18. 
[123] 
 
120. Jain D. Sexual attitudes and myths among medical and non-medical 
students: An exploratory study [Internet]. Available from: 
http://www.ipsnz.org/Journal_Sept_2011/5_OriginalArticle3.pdf 
121. Abraham L. Bhai-behen , true love, time pass: Friendships and 
sexual partnerships among youth in an Indian metropolis. Cult Health 
Amp Sex. 2002;4(3):337–53. 
122. Sachdev P. Sex on campus: a preliminary study of knowledge, 
attitudes and behaviour of university students in Delhi, India. J Biosoc 
Sci. 1998 Jan;30(1):95–105 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
[124] 
 
APPENDIX 
 
INFORMED CONSENT FORM FOR SUBJECTS  
Study Title: “Psychiatric morbidity and explanatory models in patients attending the 
andrology clinic in a tertiary care hospital”  
Study Number:  
Subject’s Initials: Subject’s Name:  
Date of Birth / Age: ___________________________  
(i) I confirm that I have read and understood the information sheet dated ____________ 
for the above study and have had the opportunity to ask questions. ( )  
(ii) I understand that my participation in the study is voluntary and that I am free to 
withdraw at any time, without giving any reason, without my medical care or legal rights 
being affected. ( )  
(iii) I understand that the Sponsor of the clinical trial, others working on the Sponsor‟s 
behalf, the Ethics Committee and the regulatory authorities will not need my permission 
to look at my health records both in respect of the current study and any further research 
that may be conducted in relation to it, even if I withdraw from the trial. I agree to this 
access. However, I understand that my identity will not be revealed in any information 
released to third parties or published. ( )  
(iv) I agree not to restrict the use of any data or results that arise from this study provided 
such a use is only for scientific purpose(s). ( )  
(v) I agree to take part in the above study. ( )  
Signature (or Thumb impression) of the Subject  
Date: _____/_____/______  
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Signatory‟s Name: _________________________________  
Signature:  
Signature of the Investigator: ________________________  
Date: _____/_____/______  
Study Investigator‟s Name: _________________________  
Signature or thumb impression of the Witness: ___________________________  
Date: _____/_____/_______  
Name & Address of the Witness: ______________________________ 
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           : “                     Andrology                           
             औ                      ” 
         : 
             :          : 
    /          : ___________________________ 
(  )  इ                            ऊ                                   औ  
       औ                       () 
(Ii)                                         औ                             
                                         , इ                               
                       । () 
                                   ,           ओ                      , 
           औ                                     ओ                  
                                                                    ,       
                     .       ,                                            
                      । () 
(Iv)              इ                                     इ                  
                                                  इ             । () 
(V)                                   । () 
             (              ) 
    : _____/_____/______ 
              : _________________________________ 
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     : 
             : ________________________ 
    : _____/_____/______ 
                 : _________________________ 
                           : ___________________________ 
    : _____/_____/_______ 
               : ______________________________ 
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CASE RECORD FORM 
 
 
 
Date:        Hosp No. 
 
Initials: 
 
Age in years:   
 
Literacy:     1) illiterate        2) read only       3) read and write   
 
Number of years of Education:  
 
Present job: 
 
Satisfied with job: yes/no 
 
Family income:  
 
Socioeconomic status: 1) lower 2) middle    3) higher  
 
Marital status: 1) single 2) married 3) separated 4) divorced 5) widower  
 
If married, 
Duration of married life in Months:  
Age of spouse: 
Educational qualification of spouse: 
Occupation of spouse:  
 
Partner accompanying for treatment: yes/ no 
 
Adequate privacy at home: yes/ no 
 
Marital life: satisfactory/ unsatisfactory 
 
Religion:    1) Hindu 2) Muslim 3) Christian 4) others    
 
Habitat:      1) Rural         2) Urban                                                               
 
Language: 1) English       2) Hindi       3) Bengali 
 
Living arrangements: 1) Joint 2) Nuclear 3) Extended 4) Living alone  
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Number of children:  
 
Period between onset of symptoms and treatment seeking: 
 
Advised/ pressurized by partner for seeking treatment: yes/ no 
 
Past and treatment history: 
 
Medical comorbidity: 
 
Family history of psychiatric illness: 1) yes 2) no 
 
Are you aware regarding the concept of masturbation: yes/no 
If yes, 
Age of starting masturbation 
Practicing masturbation currently: yes/no 
Frequency of masturbation 
Practiced masturbation in the past: yes/no 
 
History of high risk behaviour:  1) Present        2) Absent  
Sexually active:     1) yes       2) no 
If yes, 
Age of first sexual intercourse: 
First sexual partner: 
Total number of sexual partners: 
Current sexual partner:  
 
Are you awareness about sexually transmitted diseases?  1) Yes    2) No 
 
Contraception used:  
 
How do you protect yourself from sexually transmitted diseases or HIV? 
No specific precautions 
Single partner 
Condom 
Others  
Don‟t know  
 
Do you have marked delay in ejaculation or marked infrequency or absence of 
ejaculation in the last 6 months? 
    Yes/No 
 
Do you have persistent or deficient (or absent) sexual/erotic thoughts or fantasies and 
desire for sexual activity in the last 6 months? 
     Yes/No 
 
[130] 
 
Do you have marked difficulty in obtaining or maintaining an adequate erection until the 
completion of sexual activity in the last 6 months?  
    Yes/No 
 
 
Do you have problems reaching orgasm during sexual activity? 
               Yes/No  
 
Do you have persistent or recurrent premature ejaculation, during partnered sexual 
activity (within approximately 1 minute following vaginal penetration and before you 
wish it) since last 6 months? 
    Yes/No  
 
 Do these problems cause significant distress in you or your partner? Yes/No 
 
Do you use any psychoactive substances?  Yes/No 
 
 If Yes, What all 
 
 Is it in a dependence pattern? 
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SCALE TO ASSESS PERPESCTIVES OF MEN WITH SEXUAL 
DYSFUNCTION – MODIFIED SHORT EXPLANATORY MODEL 
INTERVIEW (SEMI) 
 
Have you had any sexual concerns or problems?  
(List all) 
 
 
Have you seen a doctor or a nurse about any sexual problems? Can you tell me the 
reason for your visit? List all reasons 
I 
II 
III 
 
What do you call these problems? Probe: If you had to give names what would 
they be? 
           I 
            II 
III 
 
When did you first notice any problem? Specify identified problem. Probe: How 
long ago? When did it start?  
             I 
            II 
III 
 
Why do you think these problems started when they did?  
             I 
            II 
III 
 
Is there anything you have or haven‟t done that has caused this? Probe for example 
 
Is there anything anyone else has done or not done that has caused this? Probe for 
example 
 
What or who is the cause of you getting this? 
 
Do you believe that your problem is due to black magic? 
1) YES       2) NO 
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Do you believe that your problem is due to karma? 
1)    YES       2) NO 
 
Do you believe that your problem is due to punishment from God? 
       1)    YES       2) NO 
 
Do you believe that your problem is due to evil spirits? 
       1)    YES       2) NO 
 
Do you believe that your problem is due to masturbation and loss of semen? 
       1)    YES       2) NO 
 
Do you believe that your problem is due to night falls and loss of semen? 
        1)    YES       2) NO 
 
Do you believe that your problem is due to any disease? 
       1)    YES       2) NO 
 
Do you believe that your problem is due to lack of privacy? 
       1)    YES       2) NO 
 
Will it help you, if you visit a doctor or a nurse for treatment for your problem? 
        1)    YES       2) NO 
 
Will it help you, if you visit a traditional healer for the treatment for your 
problem? 
          1)    YES       2) NO 
 
Will it help you, if you visit a mantravadi for treatment for your problem?  
1)    YES       2) NO 
 
Will it help you, if you visit a temple or a church or a mosque for your problem? 
   1)    YES       2) NO 
 
Will it help you, if you observe any diet restrictions or special diet for your 
problem?  
1)    YES       2) NO 
 
Will it help you, if you observe any herbal remedies for your problem? 
1)    YES       2) NO 
 
Do you know if there is anything else which may help your problem? 
Yes (list)       NO 
[133] 
 
 
 
CLINICAL INTERVIEW SCHEDULE – REVISED 
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